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LLERGY is the most common condition af- 

fecting the nose and paranasal sinuses, and 
because of this, it is well for us to acquaint our- 
selves with its symptoms, findings, and treatment. 
The symptoms and findings have a wide range and 
variation. It is necessary that a painstaking his- 
tory be taken. In a high percentage of cases a 
family relationship can be established; in others 
a specific allergen can be discovered, especially 
in the case of inhalants. 

The most common complaints are those of na- 
sal obstruction, increased nasal discharge, irrita- 
tion and sneezing. The obstruction may be par- 
tial or total, acute or chronic, and should be con- 
sidered allergic in origin until proven otherwise. 
Some experience that the obstruction may change 
during the course of the twenty-four hours, be 
total on awakening in the morning, and after a 
bout of sneezing and saturating several handker- 
chiefs, be free and open the remainder of the day. 
Others have that tight, stuffed feeling when con- 
fined to a dry hot atmosphere and describe it “as 
if their head would bust.” The irritation and 
sneezing can be very annoying, as in the case of 
the seasonal type, and are usually more annoying 
in the sensitivity to the inhalants. The discharge 
is Watery unless the allergic rhinitis is complicated 
with an infection. 

The typical nasal findings are the pale, edema- 
tous membrane and the boggy turbinates and a 
Watery secretion. Posterior rhinoscopy either di- 
rect or indirect should be done, otherwise the 
mulberry hypertrophy of posterior ends of the 
lower turbinates will be missed, which frequently 
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NASAL ALLERGY 


W. T. WENNER, M.D. 
St. Cloud, Minnesota 


is the cause of the distressing symptoms of ob- 
struction. In individuals with a history of longer 
duration, nasal polyps are usually found, and as 
Hansel states, a very large percentage, but not 
all nasal polypi, are allergic. They may grow to 
the proportion you have all seen of completely 
filling nares, sinuses, and extending into the naso- 
pharynx. In the later stages of polyp formation 
with secondary infection the nasal discharge is 
thick, tenacious, almost glue-like in character. 

The x-ray findings in presence of nasal allergy 
depend to some extent upon complicating infec- 
tion that is present. Involvement of the sinus mu- 
cosa is high in patients with seasonal hay fever 
or pollen asthma. However, prior to or shortly 
after the season the incidence of sinus abnormal- 
ity is no greater than in nonallergic cases. Ex- 
posure to allergens produces edema of both nasal 
and sinus mucosa, which leads to closure of sinus 
ostia accompanied by partial absorption of air in 
the occluded sinus. As a general rule in allergic 
changes all sinuses are involved, in contrast to 
infection when an isolated or one-sided sinus 
shows a change. 

Great importance is laid to the cytologic study 
in arriving at the diagnosis of allergy. Hansel 
asserts that eosinophilia of the nasal secretion is 
the most dependable sign of allergy. While eosin- 
ophilia is present in a high percentage of cases, 
its absence does not exclude allergy. Although cy- 
tologic study was the routine procedure in our 
office for a time, it is employed at present but 
rarely. It is helpful in children to differentiate 
infection. 

In the light of the more recent concepts ad- 
vanced on the cause and treatment of allergy, 
thought must be given to factors other than im- 
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munologic. Williams in a very comprehensive 
and detailed study of the literature concludes that 
allergy has two aspects, the one clinical and the 
other immunologic. He finds advantage to be 
gained by consideration of allergy in the light 
of autonomic dysfunction, in that all allergies, 
whether an antigen-antibody reaction is present or 
not, can be treated from the viewpoint of clinical 
medicine. 

In the treatment of allergic rhinitis considera- 
tion is given to the local, medical, surgical, and 
immunological approach. It is not within the 
scope of this paper to discuss immunization of the 
seasonal type of vasomotor rhinitis. The aqueous 
preparations on the market for the relief of nasal 
congestion are legion, but their use other than 
in the acute stage or in the seasonal type is to be 
condemned. While the local use of cocaine prep- 
arations is not advocated and its frequent use 
should not be permitted, its use in .25 to .5 per 
cent solution in a privine-antistine base has been 
found to be most satisfactory during the distress- 
ing discomfort of the hay fever season. Because a 
permit for refill is required, this type of prepara- 
tion can be controlled. 

The acutely congested nose seen especially in 
the seasonal type of vasomotor rhinitis, with the 
pale boggy lower turbinates completely filling the 
floor of the nares, frequently receives considerable 
benefit for an indefinite period by the topical ap- 
plication of trichloracetic acid to the lower turbi- 
nates. There may be local reaction and discom- 
fort, but if the nose is previously anesthetized, 
side effects can be kept minimal, and relief offered 
is of sufficient degree and duration to warrant its 
use. 

The nonspecific remedies include the vasodila- 
tors, the most recent one being Roniacol, which is 
longer acting and has been found beneficial in the 
treatment of allergies. Jones finds benefit by the 
administration of dilute hydrochloric acid in 5 to 
20 minim doses after each meal. Williams uses a 
combination of ascorbic acid and rutin as effective 
maintenance therapy after the acute symptoms 
have been relieved by other medication. Saylor 
reports effective treatment of vasomotor rhinitis 
with hesperidin chalcone sodium. Vitamin ther- 
apy other than improving general vitality has been 
found wanting as a relieving agent. 

We have all experienced the relief offered in 
some of the severe cases of seasonal hay fever by 
the administration of ephedrine capsules in com- 
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bination with barbiturates and aminophylline. Pa- 
tients who react poorly or unpleasantly to ephed- 
rine may be benefited by propadrine hydrochlo- 
ride in % to % gr. capsules. 

Antihistamines are now being prescribed in 
widely read magazine articles, radio shorts, news- 
paper advertising and displays in drug stores. We 
also may be carried away by this high-pressure 
salesmanship. Yet we feel quite certain that the 
beneficial results do not follow the pattern of the 
ads. The antihistamines do give temporary relief 
to some patients with nasal allergy, but with pro- 
longed use. an immunity may develop; however, 
this may disappear if the drug is withdrawn for a 
time. Unfortunately, certain side effects accom- 
pany the use of antihistamines, the most dis- 
cussed of which is drowsiness ; but more distress- 
ing with certain antihistamines for some patients 
is the accompanying nervous agitation, increase in 
pulse rate, and insomnia, so that prescribing the 
drug at bedtime may result in a sleepless night. 
Another frequent complaint is the dryness of 
mouth and nose that accompanies their use. The 
antihistamines will continue to have wide use as a 
therapeutic agent in the treatment of nasal allergy, 
but their specific merit needs cautious interpreta- 
tion, and other modes of therapy are preferred to 
their long-continued use. 

The use of ACTH and cortisone in nasal al- 
lergy has had only limited use in cases of poly- 
posis. While results in some are dramatic, in 
others there is failure. Conclusive reports await 
further use. At present the use of a cortisone 
nasal spray is being observed in a select group of 
patients with recurrent polyposis. 

The surgical treatment consists in correcting 
any existing obstruction that interferes with prop- 
er aeration and drainage of nasal passages and 
sinuses. It is well to inform patients that correct- 
ing this obstruction will not result in cure of the 
allergic condition. We have all erred in removal 
of tonsils and adenoids or have done a submu- 
cous resection to correct a nasal obstruction when 
an allergic process was the offending agent. A 
small number of patients may have a temporary 
relief from asthma by removal of infected tonsils 
and adenoids; for others, an asthma may become 
aggravated or remain unchanged. Following the 
removal of tonsils and adenoids, there occurs in 
some a proliferation of Waldeyer’s ring which 
acts as a source of focal infection. This tissue is 
most effectively eliminated with the application of 


MINNESOTA MEDICINE 





radiv 
eraliz 
give 
shou 
but 
As s 
tive 
of n 
nates 

A 
nasal 
the i 
here 
sevel 
sixty 
tions 
dust 

Fe 
immi 
with 
up t 
twen 
take 
mon 
relie 
tive 
to tl 
prov 
this. 
and 
peric 


Num 


Age 
Num 


Antil 
Avoi 
Peres 


Corr 


Si 
tion: 
wert 
thre 
sligk 
to ¢ 
proy 
gery 


Auc 


Pa- 
ed- 


ilo- 


of 


“INE 





NASAL ALLERGY—WENNER 


radium. Radical nasal surgery in case of gen- 
eralized polyposis associated with asthma may 
give temporary relief from the asthma, but it 
should be instituted not as a cure of the asthma 
but for relief of the distressing nasal symptoms. 
As stated earlier, a frequently overlooked causa- 
tive factor in the nasal obstruction is the presence 
of mulberry posterior ends of the lower turbi- 
nates, and their removal gives beneficial relief. 

A high percentage of patients in our office with 
nasal allergies are given sensitization tests using 
the intradermal technique. In a series of patients 
here reported the ages ranged from eight to 
seventy-four. There were forty-seven males and 
sixty-two females. They showed positive reac- 
tions of 3+ or more, on a basis of four, to house 
dust in addition to other inhalants and foods. 

Forty patients were given a routine series of 
immunizing stock house dust extract, starting 
with .1 c.c. of the 1:10,000 solution and increasing 
up to the 1:100 solution: a total of fifteen to 
twenty injections. A number of these patients 
take maintenance injection every three to four 
months depending on recurrence of symptoms and 
relief obtained. In this group, twelve had correc- 
tive nasal surgery. These patients were polled as 
to their beneficial results. Four reported no im- 
provement ; thirty-four reported improvement. In 
this group, twenty-two avoided the sensitive foods 
and nineteen took antihistamines for a variable 
period. 


Deeter oF entients tested oo. c5c dc cednsicssacecvesee 106 
BD, ois Seuas eect a peer Gied 46 
ACEI OE POT RTE 60 

We MN nd = eee ena teat ....-6-74 years 

Number of patients receiving house dust extract.... 40 
ee Re rT 35 
ee 5 

Antihistamine medication. .............2eeeeeeeeeee 19 

See SUMMIT GRIN 5.5 xo Sasecsonaraccereess 22 

IN I os og ol eee 87% 

Corrective surgery in this group................ee- 12 


Sixty-seven patients with similar positive reac- 
tions did not receive the house dust extract. They 
were polled as to their beneficial results. Twenty- 
three reported no improvement; five reported 
slight improvement; one attributed improvement 
to change of climate; thirty-eight reported im- 
provement. In this group, nine had corrective sur- 
gery. Of the twenty-three that reported no im- 
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provement, seventeen watched their diet and 
seventeen took antihistamines. Of the thirty-three 
that reported improvement, twenty-eight avoided 
reactor foods and twenty-seven took anti- 
histamines for a variable period. 


No. of patients not immunized with house dust extract 67 


Improved ........ wap ouicloatoarets 38 

Slight improvement............ 5 

Sele I ino ceccaseees 23 
Improvement attributed to change of climate....... 1 
Antihistamine medication.............. Sate anna 27 
PGES COMER GOB gone oink cee sessvcvonceeeaes 28 
Percentage improved..............ee00- ed aderobeceea 57% 
Corrective surgery in this group..............2-200% 9 


Patients in both groups were instructed to avoid 
if possible, the positive inhalants as dispensing 
with wool blankets, making bedrooms dust free as 
avoiding rugs and drapes, covering the pillows or 
resorting to rubber foam pillows. Many covered 
their mattresses. Two instances in the second 
group that showed sensitivity to animal dander, 
leaving the farm undoubtedly was a factor in their 
improvement. It is felt that the general awareness 
and the avoidance of known positive inhalants are 
a factor in the high percentage of improvement in 
the second group. 

These results were evaluated on the patients’ 
own judgment of improvement or non-improve- 
ment in their symptoms of nasal obstruction, dis- 
charge, irritation and sneezing. The polling was 
done during the winter months when, according to 
Randolph, sensitivity to house dust is relatively 
higher. Our observation with house dust extract 
in treatment of nasal allergy is in line with the 
statement made by Randolph that specific therapy 
with house dust extract is indicated only if a char- 
acteristic period of relief may be effected by ad- 
ministration of a given dose of house dust extract. 
This, in turn, is followed by a “wear off” phe- 
nomenon from which relief may again be obtained 
by another injection. 


Although this present study does not infer that 
the immunilogical approach is the final answer to 
the problem of nasal allergy, it is an adjunct that 
will offer relief in a high percentage of cases. The 
fact that many still do not benefit from this ap- 
proach should stimulate us to further study until 
all other avenues have been explored. 


(Bibliography on Page 756) 
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SKIN ALLERGIES 


ELMER M. RUSTEN, M.D. 


Minneapolis, Minnesota 


LLERGY plays some role in all medical spe- 
cialties. This clinical phenomenon is par- 

ticularly important in dermatology because the 
reactions of various substances inhaled,’ ingested, 
or contacted can be often observed. 

Immunology explains a few allergic reactions, 
with demonstrable humoral antibodies. Phy- 
logeny, according to Kahn,‘ suggests that all tis- 
sue cells are active in the defense mechanism: 
one an immune gamma globulin fixed to the cell, 
the other circulating in the blood serum. There 
are evidences that the autonomic nervous sys- 
tem also influences our adjustment to internal, 
external, and environmental factors. This dis- 
cussion will deal in the main with the practical 
approach to three common allergic dermatologic 
entities. 

Definition of Allergy 

Allergy is difficult to define. Its general usage 
implies an altered reaction to a specific substance 
with or without demonstrable antibodies. This 
response may be immediate or delayed. When 
used in its broad interpretation, it can explain in 
part or entirely many dermatologic diseases. Al- 
lergy, in its restricted interpretation, includes 
atopy, contact dermatitis, drug and serum dis- 
Allergy 
and atopy are not synonymous. The latter is only 
one type of the former. 


ease, and hypersensitivity to infection.® 


Mechanism of the Allergic Reaction 


Nearly all substances, protein, polysaccharide, 
or chemical, can produce reactions in sensitized 
These substances, called antigens, pro- 
duce reactions when combined with an antibody 
of a sensitized cell. The results of this union 
may be demonstrated in the circulating blood 
by passive transfer, and this is found in patients 
having seasonal pollenosis. Some reactions are 
assumed to be the result of intercellular union of 
antigen and cell-fixed, noncirculating antibody. 


subjects. 


From the Division of Dermatology, University of 
Minnesota, H. E. Michelson, M.D., director; and the 
Department of Dermatology, Minneapolis General Hos- 
pital, C. W. Laymon, M.D., director. 

Presented in the Symposium on Allergy at the annual 
meeting of the Minnesota State Medical Association, 
Rochester, Minnesota, May 2, 1951. 
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This, can explain, in part, contact dermatitis and 
some drug eruptions. 

The immediate wheal or urticarial reaction is 
produced by a histamine-like substance. The 
delayed yeactions, such as seen in patch tests, bac- 
terial and tuberculin reactions, are not spontane- 
ous or evanescent but fixed inflammatory types 
produced by the cells after a delay of hours or 
days. The severity of both of the former varies 
with the antigen, dose, degree of sensitization and 
rapidity of assimilation. Immediate reactions are 
seen in some patients with urticaria and derma- 
titis medicamentosa. This appears in seconds or 
minutes after administration of the antigen. The 
organ manifesting the symptoms is called the 
shock organ, and the antigens may produce their 
effect by being inhaled, ingested, conducted or 
injected. In the latter, lethal reactions can occur 
because there is no satisfactory method for re- 
moving the offending substance rapidly. The 
earlier the onset of symptoms after injection, the 
graver the prognosis. Immediate violent symp- 
toms appearing after parenteral injections may 
result in death. If they appear in hours or days, 
the prognosis is better. The aforementioned is 
of particular importance in this era of frequent 
multiple, subcutaneous, intravenous and_ intra- 
muscular inoculations. 


Urticaria 


Urticaria is an evanescent, pruritic, acute or 
recurrent inflammatory reaction of the skin. The 
presenting lesions are various-sized wheals, local 
or generalized, occasionally fixed. In the acute 
type, the findings and symptoms are of short 
duration, while moderate reactions have recurrent 
eruptions for hours, days, months, or years. In 
addition to the cutaneous manifestations, there 
may be symptoms of toxicity, fever, pain, head- 
ache, loss of consciousness, arthralgia, rhinitis, 
cough, dyspnea, wheezing, vomiting and diarrhea. 
When the attack is severe, these symptoms may 
progress rapidly, causing cyanosis, unconscious- 
ness and death. 


Etiology.—There are many causes of immedi- 
ate reactions. Foods, drugs, antibiotics, chem- 
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icals, bites, plants, pollens and physical agents are 


the most common. Most of these are affected 
by psychogenic mechanisms. In the single acute 
attack, most of the etiologic agents, contacted, 
injected, ingested, or inhaled, can be determined 
by history and have been described adequately 
in medical literature. The etiology of symptoms 
caused by common environmental and ingested 
materials is more complex. One of the most con- 
fusing is urticaria produced by foods, taken daily 
or several times a day. 

Skin tests are of limited value and often mis- 
leading. Tests with extracts of bacterial pro- 
teins, antitoxins, fungi, and parasites are useful, 
while food tests with few exceptions are of no 
value. Positive skin tests with inhalants are of 
value if properly interpreted, and give pertinent 
information. Patch tests are useful in patients 
having a history of immediate urticaria to con- 
tacted substances. To prevent serious systemic 
reactions, the clinical history or rapidity of ap- 
pearance and severity of symptoms must be in- 
terpreted accurately. 


Treatment of Urticaria —Symptomatic treat- 
ment of acute urticaria has been improved during 
the past few years by the use of antihistamine 
drugs. They control symptoms but do not cure. 
Many of these medications produce mild un- 
toward, and occasionally serious, symptoms that 
have been described in detail by many observers. 
The choice of antihistamine drug and dosage de- 
pends upon the experience of the physician. 
Oral administration is most often used. Intra- 
venous injection may produce dramatic effects, 
but may be dangerous. Immediate urticarial and 
systemic reactions, in the writer’s opinion, are 
as well or better controlled by epinephrine given 
subcutaneously or intravenously in proper dilu- 
tion and dosage. Oral ephedrine salts, autohemo- 
therapy, foreign protein therapy, are useful in 
the conservative management of acute urticaria. 
The choice of drugs, dosage, and method of 
administration should not incur dangers more 
serious than this self-limited disease. 

Recurrent urticaria caused by food in the daily 
diet can be diagnosed by abstaining from the sus- 
If there 
is improvement in symptoms, eating of the foods, 
singly or all at one meal, should cause increased 
pruritus and whealing. Frequency, time of in- 
gestion, quantity and preparation of foods are 


pected substances for five to seven days. 
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important. Allergic response to food is more 
dramatic and intense after abstaining from them 
for short periods. Trial of foods which have 
been avoided for weeks or months, are, with few 
exceptions, inconclusive. 

The pulse rate diet test described by Coca’? 
is of value in determining the cause of obscure or 
This is done by recording 
pulse rates before arising and retiring, before 
meals, and at thirty, sixty, ninety minutes after 
eating. Adding 12 beats to the lowest count is 
considered a normal maximum. Increase in pulse 
rate after specified diets indicates intolerance. In 
some patients, individual foods may be tested 
when pulse rate variations are irregular to the 
diet test. 


intermittent reactions. 


After removal of the cause from the diet, en- 
vironment—skin or intestinal tract—symptomatic 
treatment becomes less important. |Psychoso- 
matic mechanisms are considered by some com- 
petent observers’ to be the “trigger mechanism” 
which precipitates the attack and is rarely the 
cause per Se. 


Contact Dermatitis 


Contact dermatitis is a delayed type of reaction 
and appears as an inflammatory response to the 
superficial or contact layers of the skin. The 
excitant produces the eruption by direct contact, 
uncommonly hematogenous in origin. The in- 
flammation comes after the second or subsequent 
applications of the same or closely related sub- 
The length of time for sensitization to 
appear is one to three weeks and the clinical 


stances. 


sensitivity may last months or years. In about 
25 per cent of patients, each succeeding attack 
results in more lesions, greater distribution and 
prolonged recovery. When an individual becomes 
sensitized, there are three phases of the disease: 
(1) period of incubation (length of time from 
contact to objective and subjective symptoms) ; 
(2) appearance and evolution of eruption; and 
(3) involution and recovery. These three stages 
in common contact dermatitis last about two 
weeks. 

The presenting lesions of edema, erythema, and 
vesicles or blebs, may be mild or severe, local 
or generalized, depending upon the cause, amount 
and kind or reagin, extent of exposure, and de- 
gree of sensitivity. Generalized eruptions may 
result in exfoliative dermatitis. 
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Etiology.—Acute recurrent eruptions, mild or 
severe, are the antecedents of chronic contact der- 
matitis. In these patients, it is important to es- 
tablish the etiology, by history, confirmed by patch 
tests. If the latter are not feasible, avoid contact 
with the suspected materials. The cause is gen- 
erally in the environment and is often occupa- 
tional and/or industrial. Approximately 85 per 
cent of industrial workers are treated by private 
physicians.’ It is, therefore, reasonable to assume 
that a high percentage of dermatoses are treated 
by family doctors. When an employe in a given 
occupation develops a cutaneous eruption, it does 
not imply that the disease is caused by his work. 
Some patients are diagnosed industrial dermatitis 
after a casual review of the history and physical 
findings. The criteria for diagnosis should be 
more rigid, and based upon more than suspicion. 
The history of onset, occupation, location and 
morphology of the first lesions, recurrences (day, 
week or season), effect of trauma, irritants and 
perspiration, are important. The suspected mate- 
rial should, if possible, be confirmed by patch 
tests. When these are not used, or results are 
unsatisfactory, diagnosis can be made by having 
the patient abstain from work until the eruption 
involutes. A recurrence after returning to em- 
ployment does not identify a specific cause but 
indicates there are one or more substances in 
his work responsible for the dermatitis, and 
change of occupation should be made. A few 
materials, mainly of the primary irritant type, 
cause “hardening” of the skin after repeated 
contact, need little therapy, and the employe need 
not change work. Rotation work has a higher 
incidence of industrial dermatitis than those hav- 
ing continuous daily contacts. Injuries, lacera- 
tions, or abrasions predispose to contact derma- 
titis. The onset is at the site of and follows 
directly the break in the intact skin and may be 
caused by substances previously contacted with 
immunity. It is therefore important that etiologic 
factors be established so they may be avoided 
early or change of work advised in patients having 
industrial dermatitis. The prolonged course of 
chronic eruptions has a dilatory effect upon the 
physical, mental and economic status of the 
worker. 


Contact Dermatitis in the Atopic Patient.— 
Persistent recurring eczematous eruptions in- 
volving various parts of the body, most often 
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the exposed areas, in the atopic individual offer 
difficulty in diagnosis and therapy. The history 
of onset is consistent with a diagnosis of contact 
dermatitis. The course, duration of wecks, 
months or years, and the morphological appear- 
ance suggest a diagnosis either of plaque eczema, 
nummular eczema, dermatophytosis, or localized 
neurodermatitis. A possible explanation of these 
lesions is that the patient has an “eczematous 
tendency,” and many irritants and sensitizing ma- 
terials precipitate the eruption but, because of 
“intrinsic causes,” aggravated by external sub- 
stances, the eruption persists months after the 
primary excitant has been removed. The major- 
ity of nummular types are worse in the cooler 
months, while those with dyshidrosis and hyper- 
hidrosis are worse during times and seasons of 
increased perspiration. About one-third of these 
patients have had or are having seasonal pol- 
lenosis, asthmatic bronchitis, bronchial asthma, 
vasomotor rhinitis, atopic dermatitis (infantile 
eczema), and urticaria. When the eruption in- 
volutes after treatment or spontaneously, the so- 
called extraneous factors produce no untoward 
effects. 


If the eruption began as a compensable indus- 
trial contact dermatitis, when does it become a 
noncompensable eruption? The patients who 
have been proved by factual information as com- 
pensible should be and are given every consid- 
eration by insurance carriers and continued treat- 
ment until recovery is satisfactory. Other indi- 
viduals who have a dermatitis caused by occupa- 
tion, based upon opinion and circumstantial evi- 
dence only, are much more difficult to evaluate. 
If seen a short period after the onset of their 
disease, accurate diagnosis is often possible. The 
tendency is to give the patient the benefit of 
the doubt, and this is unfair to the patient and 
the insurer. History, patch tests, and abstain- 
ing from work early in the disease are aids in 
determining causal relationship to occupation. 
After weeks or months, with or without therapy, 
the eruption is so altered that it is impossible to 
appraise accurately the relationship of the orig- 
inal disease and the presenting lesions. Careful 
dermatologic screening of applicants before em- 
ployment can eliminate many of these poor risks. 


Therapy of Contact Dermatitis.—Successful 
symptomatic treatment of contact dermatitis de- 
pends upon the understanding and choice of med- 
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ications for a particular stage of the disease. The 
first attack responds satisfactorily to topical treat- 
ment. The course and duration of the disease 
is not altered. In the acute stages, wet com- 
presses, drying lotions and baths judiciously used 
help alleviate symptoms. In the main, soap and 
water, greasy ointments and stimulating medi- 
cations aggravate the eruption. Patients having 
industrial contact dermatitis (1) may be treated 
and allowed to work, and this is satisfactory in 
a few individuals; (2) may stop work and be 
treated while ambulatory; or (3) may be hos- 
pitalized and treated until well. The latter is the 
most successful and satisfactory, as therapy and 
contacts can be controlled. If the causative fac- 
tor has been proved, and can be avoided, the 
worker need not change occupation. If there is 
a recurrence after resuming employment, change 
of occupation is mandatory. 


Atopic Dermatitis 


Atopic dermatitis is an allergic reaction in the 
blood vessels of the corium, with secondary epi- 
dermal changes. The presenting eruption may 
be mild or severe, and composed of erythema, 
papules, papulo-vesicles, and/or lichenification. 
The disease appears in infancy and childhood. 
The eruption, mild or severe, disappears in the 
majority of patients by the fifth year. A few 
have recurrent eruptions through adolescence and 
may persist for several years. Others have re- 
missions after the first few years of life and recur 
at puberty. Areas of predilection in the infant 
are the face and scalp, occasionally generalized ; 
later in life, the face, neck and flexor surfaces 
are affected. Seasonal exacerbation of the erup- 
tion is notable, as about 75 per cent have an 
increase of symptoms in the fall and winter 
months. Eighty per cent of patients with atopic 
dermatitis studied had intermittent or constant 
symptoms and findings of respiratory allergy.® 
Follow-up after five to ten years showed a shift 
in shock organs. There was a decrease or dis- 
appearance in the skin manifestations and an in- 
crease in respiratory symptoms. Complications 
of atopic dermatitis, such as secondary infection 
by pyogenic bacteria and virus, are not infre- 
quent. Scarring is not caused by the eruption 
but is produced by external factors. Cataracts 
are a rare complication and occur most often in 
severe chronic disseminated eruptions. Psycho- 
somatic stimuli have an unfavorable influence on 
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the disease. Some observers believe this factor 
one of the most important causes; others assume 
it is an aggravating or precipitating mechanism 
as found in urticaria. The latter, in the writer’s 
opinion, is the most tenable. 

There is a group of older patients with so- 
called numular eczema, localized neurodermatitis, 
or plaque eczema on the hands, arms and legs, 
which morphologically appears the same as local- 
ized atopic dermatitis in infancy and childhood. 
The eruption is worse in the fall and winter, bet- 
ter in the warm months, is aggravated by soap 
and water, and is as recalcitrant to therapy as 
atopic dermatitis. These patients were discussed 
briefly under contact dermatitis in atopic indi- 
viduals. 


Etiology.—Positive skin tests, by multiple 
puncture, scarification or intradermal method, 
show many reactions. The accuracy of food tests 
is low—less than 25 per cent in infants and young 
children. This accuracy decreases with the age 
of the patient. Inhalant reactors, according to 
some observers,® are more important. Symptoms 
may be produced by inhaling the antigen, but 
more often the contact with the airborne sub- 
stance sets up multiple, continuous, or intermit- 
tent, test reactions in the abraded, denuded, and 
fissured areas. This is confirmed by history. 
The most common of these is house dust. Dan- 
ders, pollens, epithelials, and mold spores may 
react in a like manner. 


Treatment of Atopic Dermatitis—Local ther- 
apy, in principle, is the same as in contact der- 
matitis. The results of therapy depend upon the 
experience of the physician and choice of medi- 
cation for the presenting stage of the disease. 

The effect of foods, positive or negative by 
skin tests, on eczematous eruptions should be 
proven by omission for five to seven days. If, 
after the interval, there is improvement, the 
addition of these foods to the diet should cause 
reappearance or an increase of eruption and 
symptoms of pruritis, repeated on at least two 
occasions. This necessitates intelligent co-opera- 
tion of the patient and detailed specific instruc- 
tions and knowledge of food constituents by the 
physician. The pulse rate diet test of Coca may 
be used also, 


(Continued on Page 824) 








ALLERGY IN INFANTS AND CHILDREN 


HAROLD F. FLANAGAN, M.D. 
Saint Paul, Minnesota 


LL children, as well as adults, have some tis- 

sue alteration upon the introduction of a 
foreign protein. Certain childrens’ and certain 
adults’ tissues react abnormally, and these in- 
dividuals are known to be allergic. This tissue re- 
action is especially noticeable in shock organs like 
the skin, the gastrointestinal tract, the organs of 
respiration, the eyes, the joints, and occasionally, 
the tissue of the nervous system. In fact, any tis- 
sue of the body may be affected. 

The field of allergy or abnormal tissue reactivity 
is especially important to those entrusted with the 
care of the infant and child, for it is in this age 
period that sensitivity is first encountered; and 
since the only known cure for this disease condi- 
tion is desensitization, whether accomplished by 
therapeutic measures or by the natural process of 
antibody neutralization as a result of repeated 
natural immunization, this is the age period in 
which it should be started. It is, likewise, the age 
period in which any preventive measures should 
be instituted in the potentially allergic child. 

Clinically, allergic manifestations occur in the 
allergic individual after sensitization has taken 
place. There is some difference of opinion as to 
whether infants are actually born sensitive. 
Ratner* believes actual sensitization may occur im 
utero. The sensitization of the Rh-positive infant 
tends to lend some support to this belief. Studies 
on the cord blood,* however, have not shown any 
case in which reactions were obtained on passive 
transfer to normal human skin. It is well known 
that infants may develop sensitivity shortly after 
birth, usually in a period of weeks. 

Studies by Schoss® and others have shown that 
the nonallergic individual absorbs antigens from 
the gastrointestinal tract in the same manner as 
does the allergic individual. Other students of al- 
lergy have shown equal capacities for the produc- 
tion of antibodies from a specific antigenic stim- 
ulation in nonallergic and allergic individuals. Al- 
lergic manifestations thus occur because of an un- 
known constitutional factor that appears to be in- 
herited. 


Presented in the Symposium on Allergy at the annual 
meeting of the Minnesota State Medical Association, 
Rochester, Minnesota, May 2, 1951. 
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Vaughn’ has estimated that about 10 per cent 
of the general population suffer from major al- 
lergic symptoms and another 50 per cent have 
minor clinical manifestations of allergy. [’rom 
50 to 70 per cent of allergic persons have a family 
history of allergy, whereas only 7 per cent of the 
nonallergic people have a family history of al- 
lergy. He estimates, and we have found approxi- 
mately the same, that 75 per cent of all children 
with a bilateral family history and about 50 per 
cent with a unilateral’ family history will develop 
some form of clinical allergy. The greater the 
family history, the earlier the symptoms of al- 
lergy are likely to appear. 

Various antigenic substances tend to cause 
rather consistent allergic responses in the senstive 
individual. Allergic manifestations are likely to 
vary at certain age periods in the affected child. 
Thus, the child who in infancy is sensitive to 
cows’ milk will in all probability show skin mani- 
festations. These symptoms frequently become ap- 
parent at about six weeks of age, possibly not 
until three months of age. At about fifteen to 
twenty months of age, the skin may become clear 
and the child may be relatively free of symptoms 
until two to five years of age, at which time he 
may develop evidence of respiratory allergy. True, 
we may have overlapping, where many different 
shock organs are involved at the same time. It is, 
however, not infrequent to see one shock organ 
after another become the site of allergic manifes- 
tations. 

There are many factors besides age that alter 
the allergic response of the individual. Infections, 
with fever, may cause a marked improvement of 
the skin of the eczematous child. A similar in- 
fection in the asthmatic child may actually be the 
instigating factor. Glaser’ states that infection ac- 
companied by fever nearly always has a beneficial 
effect on an eczematous process, while in an asth- 
matic child, it may precipitate an attack of asthma. 
This is due most likely to a mechanical varia- 
tion in the two shock organs. Dehydration, in 
eczema, is beneficial because it reduces edema. In 
the lungs, dehydration causes a thickening of the 
secretions to the point of formation of actual 
mucous plugs in the tiny bronchioles. 
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Emotional disturbances have an untoward effect 
on the allergic child. It is no “old wives tale” that 
teething causes a flare-up in the allergic child. 
The neurodermatides that are clinically charac- 
terized by erythema and papular lesions in the 


cubital and popliteal spaces, as well as urticarial 
lesions, are frequently related to emotional up- 
sets, such as insecurity in the home, a change of 
environment, and school problems. 

Whether these reactions are the result of hor- 
monal disturbances or not may be open to ques- 
tion. We do know that hormonal factors play a 
part in allergic response. This is shown in the 
pregnant woman. In these cases, the reactions 
vary from improvement to cure, to aggravation or 
precipitation of the allergic condition. It is not 
uncommon to see a mother whose skin allergies 
or pollinosis become much more severe when she 
is pregnant, while in other mothers there may be 
no evidence of allergy during their pregnancies, 
even though they are severely allergic when not 
pregnant, This reaction is not entirely emotional 
because it seems to occur similarly in each preg- 
nancy. 

Reactions to specific foods that occur only dur- 
ing the pollen season suggests very strongly the 
possibility of synergistic reactions. A doctor of 
my acquaintance could eat either shrimp or take 
a Manhattan cocktail without any allergic symp- 
toms. However, when these two were combined 
at meal time, he had evidence of severe allergy. 
He developed urticaria, coryza, conjunctivitis and, 
occasionally, asthmatic breathing. 

What happens to the allergic infant? Some 
authors state that most children “grow out of” 
their allergies. In a high percentage of allergic 
infants this is partially true. At least they seem to 
develop a higher threshold of reactivity. How- 
ever, we know that the allergic manifestations 
change from one age period to another. Ratner® 
states that 50 to 60 per cent of allergic adults give 
a history of onset during childhood. In a series of 
250 individuals with major allergies, 50 per cent 
had symptoms during the first year, 80 per cent 
by the fifth year, and almost 100 per cent by the 
eighth or ninth year. Stoesser’ found eighty-four 
of 115 cases of eczema appearing before one year 
of age. He states that allergic coryza and hay 
fever may frequently begin in the pre-school child. 
In a study of 300 asthmatic children, O’Keefe* 
found 66 per cent had their onset before the sixth 
year of age. 
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Slesinger,” in a study of sixty allergic infants 
and children, felt that adequate allergic and local 
treatment did not prevent subsequent allergies, 
such as asthma and hay fever. He also found that 
most cases of eczema tended to clear by the fifteen- 
to eighteen-month age period. However, with a 
loss of their eczema, a good proportion developed 
inhalent and pollen allergies. . 

Some men believe that ‘fetal hiccoughs” may be 
on an allergic basis. Glazer? believes that colic in 
infancy is almost always allergic in nature. It is 
our observation that some cases of colic are al- 
lergic, but only a small percentage. 

Schloss and Worthern’ have shown that foreign 
proteins are absorbed in unchanged form through 
the gastrointestinal tracts of normal infants and 
adults, although this tendency is gradually lost 
with increasing age. These workers have demon- 
strated antibodies to these proteins, usually ap- 
pearing only a few weeks after ingestion. With 
each food, antibodies are formed which, in the 
allergic child, may produce clinical allergy. The 
modern tendency to avoid breast feeding and the 
adding of foods at an early age is ‘not a good 
policy to adopt in the infant with an allergic fam- 
ily history. Breast milk is the least “foreign” of 
all proteins, and foods taken by the mother, while 
they may produce antigens that may be trans- 
ferred to the infant through the breast milk, are 
greatly modified. We suggest and advise breast 
feeding in all infants with a family history of 
allergy. Eczema is said to occur about seven 
times more frequently in infants fed on cows’ 
milk formulas than in breast-fed infants. 

If it is not possible to feed breast milk, cows’ 
milk that is partially “detoxified” is advised. The 
antigenicity of cows’ milk can be decreased by 
such procedures as boiling, acidification, or evap- 
oration. Powdered milk appears to be more anti- 
genic than evaporated milk. Allergies due to the 
whey portion of the milk are often relieved by 
the use of evaporated milk; those due to the 
casein fraction of the milk are not materially 
benefited by its use. 

Goats’ milk, soy-bean milk or amino-acid prep- 
arations are all useful in certain cases. We have 
encountered considerable difficulty with frequent 
and loose stools in infants fed on soy-bean prep- 
arations and getting the infant to take amino-acid 
preparations over long periods is sometimes quite 
difficult. Remember, a child with a little eczema 
or nasal stuffiness and yet well nourished is pref- 
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erable to a child free of allergic symptoms and 
undernourished. 

Egg sensitivity is very frequent during infancy, 
especially in producing skin manifestations of al- 
lergy. The antigen is almost always in the egg 
white, and yet the food value is mostly in the 
yolk. We always begin egg feeding with egg yolk 
and always advise giving it after the yolk has been 
hard boiled. 

Fish, orange juice, spinach, asparagus and 
wheat are other frequent offending foods. These, 
with chocolate and nuts, are commonly associated 
with clinical evidence of allergy. Children often 
lose their clinical sensitivity to an antigen and ul- 
timately ingest a previous offender without any 
untoward reaction. This is explained by the grad- 
ual increase in the circulatory antibodies to the 
point where they neutralize the antigen and pre- 
vent its reaction with tissue-fixed antibodies. 

Respiratory tract allergies in the form of aller- 
gic rhinitis, or coryza, hay fever and asthma con- 
stitute a high percentage of the pediatrician’s 
practice. The symptoms of frequent head colds, a 
chronic stuffy nose, or a dry hacking cough may 
often be allergic in origin. Foods and inhalants 
both play prominent roles in nonseasonal aller- 
gies, while pollens and inhalants such as house 
dust are more often the cause of seasonal respir- 
atory symptoms. The nonseasonal respiratory al- 
lergic manifestations are most difficult to treat be- 
cause the etiologic agents are more difficult to find. 
Stoesser states that the scratch test is seldom val- 
uable in these cases. Van Dishoeck," in a group 
of these patients, found that house dust, pollens, 
feathers, seaweed, tobacco, mites in kapok, cos- 
metics, coffee, chocolate, and nuts gave the most 
frequent positive skin tests. 

Treatment of this group of cases is aimed at the 
removal of the offending allergens as far as is 
possible, desensitization with house dust, feathers, 
et cetera, and the control of infections as much as 
possible. Some of these patients are greatly 
helped by the use of antihistamines, and of these, 
we have found benadryl, pyribenzamine, and 
chlortrimeton maleate the most effective. Desensi- 


tization, or preferably hyposensitization, provides 
relief in a good percentage of patients where al- 
lergies are the result of house dust, feathers, and 
pollens. 

The most valuable diagnostic aid in an allergic 
condition is a complete history. Skin tests and 
eosinophile smears and counts are useful and 
should be used in helping to confirm the diagnosis. 


The treatment of all allergic manifestations in 
childhood must begin with an understanding be- 
tween the physician and the parents that this is a 
chronic condition. Success in treatment will re- 
quire patience and attention to detail. We are 
almost sure to have various allergic manifestations 
and when we think we have one condition con- 
trolled, we may find the disease evident in another 
shock organ. It is important for all to realize 
that while allergic conditions are discouraging and 
occasionally disabling, it is rare that they are 
severe enough to be fatal. If treatment is persist- 
ent and intelligent, the results of treatment are in 
most cases good, 
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Health is today recognized as more than the absence 
of disease, and the field of health is not the exclusive 
concern of any one profession or specialty, whether that 
be medicine, social work, education, government or 
diplomacy. Health is an individual and—more impor- 
tantly in the last half of the twentieth century—a social 
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entity. Custom, usage and necessity have resulted in 
an undue worldwide preoccupation with disease. Per- 
sonal health, national health and world health in terms 
of a balanced global ecology are the great challenges of 
the second millennium of the Christian Era. Editorial, 
New England J. Med., May 17, 1951. 


MINNESOTA MEDICINE 





F° 
( 
Thes 
hors 
he c 
asthi 
or th 
or t 
is CC 


an 


to 





la 


) 


< 








ALLERGIC ASTHMA 


LOUIS E. PRICKMAN, M.D. 
Rochester, Minnesota 


OR the purpose of orientation, some common 

examples of allergic asthma may be cited. 
These may include the farmer who is sensitive to 
horse dander and who experiences asthma when 
he curries a horse, or the housewife who has 
asthma as a result of the dog or cat in the house 
or the goat hair in her mohair-covered davenport, 
or the child or adult whose seasonal hay fever 
is complicated by asthma resulting from inhaled 
pollen. Many similar examples of allergic asth- 
ma could be mentioned, but only one more will 
be added for the sake of emphasis, and that is 
asthma which is due to a drug allergy, as is so 
dramatically observed in hypersensitivity to 
acetylsalicylic acid. A note about the relative in- 
cidence of allergic asthma may be in order. Al- 
lergic asthma is encountered much less frequent- 
ly than intrinsic asthma or the so-called asthmatic 
bronchitis. Neurogenic asthma per se is relative- 
ly rare and is much less frequently seen than 
either allergic asthma or intrinsic asthma. 


It is helpful to think of allergic asthma as a 
protective mechanism which warns the patient to 
avoid the specific antigen or antigens to which 
he is sensitive. For example, there is no better 
treatment for asthma due to horse dander than 
to avoid horses or the emanations from horses. 


Likewise, the best treatment for hay fever is | 


to go to an area free of the pollen to which the 
patient is sensitive; and no treatment for dog 
and cat asthma can approach that of getting rid 
of these animals and vacuuming carefully where 
they have been. The patient who experiences 
asthma when he takes acetylsalicylic acid should 
meticulously and forever avoid this drug, which 
commonly causes the most serious type of allergic 
asthma and has even caused death. 


The causes of allergic asthma are usually not 
too difficult to run down. With the aid of a 
careful history, some skin tests and shrewd 
detective work on the part of the patient and 
his doctor, the cause will usually be determined, 
provided the asthma really has an allergic basis. 


From the Division of Medicine, Mayo Clinic, Roches- 
ter, Minnesota. 

Presented in the Symposium on Allergy at the annual 
meeting of the Minnesota State Medical Association, 
Rochester, Minnesota, May 2, 1951. 
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The chief difficulty lies rather in the fact that, 
by the time the patient presents himself for in- 
vestigation of his asthma, additional causative 
factors or complications have appeared, and what 
started out as a simple allergic asthma due, for 
example, to cattle hair, has become complicated 
by a superimposed infection in the accessory 
nasal sinuses or bronchi, and, to add to the con- 
fusion, the asthma may also have so disturbed 
the patient’s rest, sleep and breathing that there 
are superimposed neurogenic factors to contend 
with as well. Each complication must be recog- 
nized, evaluated and treated appropriately. Anti- 
allergic therapy alone is bound to be dis- 
appointing under such circumstances. 

Strictly speaking, there is no cure for asthma. 
Certainly, there is no medication that cures 
asthma, although there are many remedies that 
can be used effectively to relieve the symptoms 
of asthma. It is true that many persons seem 
to lose their asthmatic tendency as they become 
older, but this can rarely, if ever, be satd to be 
the result of any type of medication. Until some 
method of changing an allergic person to a non- 
allergic person (if there is such a person) is 
found, or until it is learned how to remove the 
inherited or acquired tendency of certain patients 
to have asthma when others do not have it under 
identical provocation, the best therapy will be 
directed toward removing the causes and the 
complications of the patient’s asthma. This often 
is easier said than done, but it is the only goal 
worth striving for. 

Allergic asthma that persists over a period of 
weeks or months invariably becomes complicated 
by a secondary chronic bronchitis, in the same 
manner that pollen hay fever is frequently com- 
plicated near the end of the season by rhinitis 
and sinusitis, which may prolong the nasal 
symptoms well into the winter, long after all 
pollen has disappeared from the air. Allergic 
asthma may be complicated by colds, bronchitis, 
and not rarely by a stenosed bronchus which 
interferes with aeration of a portion of the lung, 
which in turn results in some degree of atelectasis 
and retention of secretions. In such cases, anti- 
allergic measures alone fail completely to 


influence the course of the asthma until the 
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' 
proper treatment of the complication is carried 
out. 


Hyposensitization by using increasing incre- 
ments of the antigen to which the patient is 
sensitive works best in the treatment of asthma 
which is due to pollens. About one of every 
three patients with hay fever has an associated 
pollen asthma. It is curious that a properly 
administered course of pollen therapy will usually 
control pollen asthma, even when the nasal 
symptoms of hay fever are not well controlled 
in the same patient. Hyposensitization should be 
used, therefore, in cases of pollen asthma in 
which patients are not able to go to an area free 
of the pollen to which they are sensitive. 
Generally speaking, hyposensitization with other 
antigens, such as house dust, animal danders, 
feathers, molds, foods, has been disappointing to 
the patient in most instances. Whenever 
possible, therefore, the offending antigens should 
be removed from the patient’s environment, or, 
if possible, the patient should be removed from 
the offending environment. 

The antihistaminic drugs which have been 
effective and helpful in allergic conditions of the 
upper part of the respiratory tract, such as hay 
fever and vasomotor rhinitis, have been generally 
disappointing in the treatment of asthma. Mild 
uncomplicated asthma, however, can 
usually be helped by the administration of anti- 
histaminic drugs. 
hand, and asthma 


allergic 


Severe asthma, on the other 

which is complicated by 
bronchitis, as so frequently happens, cannot be 
controlled by antihistaminic drugs alone, since 
the mechanism causing asthma is no longer due 
to a simple release of histamine from the cells, 
which the antihistaminic drugs have the property 
of blocking. 

Any list of symptomatic remedies for asthma 
must start with nature’s own, namely, epineph- 
rine. Given, as nature does, in frequent small 
(loses, epinephrine will rarely fail to give prompt, 
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though temporary, relief. More prolonged relief 
may be obtained by aminophylline given intra- 
venously with dextrose, or by rectum, or by 
ephedrine given orally. There are also numerous 
synthetic sympathomimetic drugs which may be 
used in place of epinephrine and ephedrine as 
occasion demands. 

The effectiveness of cortisone and ACTH in 
controlling allergic asthma has been very exciting 
and gratifying, and, like epinephrine, they can 
be thought of as utilizing a natural mechanism 
of the body to suppress asthma. These hor- 
mones, however, have a Dr. Jekyl and Mr. Hyde 
“personality,” because they can retard or sup- 
press beneficial immune reactions that are needed 
for protection. At the same time, they suppress 
the undesirable immune reaction which is 
evidenced by allergic asthma that is not wanted. 
One example will suffice. There is now experi- 
mental and clinical evidence to suggest that the 
immune mechanism which keeps tuberculosis 
under control is interfered with or suppressed 
under certain conditions of cortisone therapy. It 
now seems decidedly unwise, therefore, to ad- 
minister cortisone to a patient who has _ both 
asthma and tuberculosis. Other important and 
necessary immune mechanisms may also be sup- 
pressed by this hormone, especially if treatment 
is prolonged. It would seem at this time that, 
when cortisone or ACTH is used in the sympto- 
matic treatment of asthma, it is safer when 
used over brief periods of two or three weeks. 
A course of treatment should be given only as 
often as recurrences demand. Helpful as these 
and other new remedies have been in the control 
of asthma, the best treatment is still to search for 
the causes of the patient’s asthma and remove 
them, together with any complications that may 
be present. Thus the need for cortisone, ACTH, 
antihistaminic drugs, aminophylline, epinephrine, 
expectorants and similar preparations in_ the 
treatment of allergic asthma will be greatly 
minimized. 
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GASTROINTESTINAL MANIFESTATIONS OF ALLERGIC DISEASE 


C. N. HENSEL, M.D., F.A.C.P. 
Saint Paul, Minnesota 


IRST of all it should be noted that “food 

allergy” and “gastrointestional allergy” are 
not the same. In “food allergy” the gastrointes- 
tinal tract is merely the portal of entry of the al- 
lergen into the blood stream, the allergic reaction 
taking place elsewhere in the body. 

For instance, the ingestion of egg may produce 
a migraine headache in one person, an attack of 
asthma in another, and urticaria in a third. 

However, by the term gastrointestinal allergy, 
we mean that the alimentary canal is the “shock 
organ”’ and that it is there that the noxious al- 
lergen meets the sensitized tissue cell that results 
in the allergic reaction. 

Such allergic reaction in the gastrointestinal 
tract results in smooth muscle spasm, local capil- 
lary dilatation—increased transudation of serum 
through the capillary walls, hypersecretion of mu- 
cous glands and accumulation of eosinophiles at 
the site of the reaction. 

The clinical symptomatology of such tissue and 
vascular reactions may be either acute and violent 
or chronic and recurrent. 

In the acute type there is pain, nausea and 
vomiting that come on soon after the ingestion of 
the noxious allergen. 

The vomiting is violent and severe, the noxious 
allergen is rejected, and in the course of a few 
hours the storm has passed and the alimentary 
canal is normal again. 


Such an episode usually follows the eating of - 


some unaccustomed food, and after a few such 
experiences the patient becomes aware of the of- 
fending food, omits it from his diet and does not 
consult a physician. 

The second type of gastrointestinal manifesta- 
tion of allergic disease is the chronic or recurrent 
type in which the patient has not eaten any un- 
usual food but continues to experience, day after 
day, episodes of abdominal pain, either steady 
and mild or severe and cramp-like, plus nausea 
and vomiting or diarrhea and even bloody stools. 

So severe may be the symptoms that cholecysti- 
tis, peptic ulcer, perforated viscus or intestinal 
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obstruction may be suspected, and occasional op- 
erations have been performed only to have the 
symptoms recur. 

Admittedly the diagnosis of gastrointestinal al- 
lergy is not easy; in fact it is often very difficult. 

Therefore, since the symptoms of alimentary 
tract allergy are not specific, one must proceed 
with great caution. 

It is necessary, first, to obtain a very careful 
and detailed clinical history in which search is 
made for a history of previous other allergic 
symptoms in the patient or in his relatives. 

Second, one makes a complete physical examina- 
tion. 

Third, there are the necessary laboratory studies 
with complete blood counts and differential 
smears, analyses of gastric contents, et cetera. 

And finally, there are x-ray studies of the up- 
per gastrointestinal tract, the colon and the gall 
bladder. 

The finding of a gastritis, of cholecystic dis- 
ease or of a mucous colitis does not rule out gas- 
trointestinal allergy—in fact, some authors believe 
that in an allergically susceptible individual the 
local inflammation in the gastrointestinal tract 
tends to precipitate the allergic reaction at the in- 
flammatory site. 

On the other hand if all of the above examina- 
tions have been negative and no organ disease or 
pathology has been revealed, we must still think 
that the symptoms may be due to alimentary 
tract allergy. 

In such cases skin tests are not reliable as diag- 
nostic aids, so we have recourse to the food diary, 
a process by which records are kept of the foods 
caten each day and comment is made at the bot- 
tom of the page as to the presence or absence of 
symptoms suggestive of allergy. 

If symptoms should appear whenever a certain 
food is consumed, this is a clue; this food is 
omitted and results noted. 

Another popular differential diagnostic method 
are the elimination diets devised by Rowe of Oak- 
land, California, and described in his book on 
Food Allergy published in 1931. He begins by 
climinating wheat, eggs, milk and all fruit except 
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lemon, grapefruit and pears, and allows rice and 
vegetables (not commonly known to be allergen- 
ic), lamb and olive oil. 

This is known as Diet No. 1, and his patients 
are kept on this for ten days, which time he be- 
lieves is essential to eliminate former noxious 
allergens from the system, 

Then he proceeds to add new foods, one at a 
time, and instructs these patients to eat freely of 
the new food and watch for symptoms, 

If symptoms do not arise, this new food is ac- 
cepted as nonallergenic and is incorporated into 
the regular diet. 

New foods are continually added until symp- 
toms from some food or foods appear. Then 
this food or these foods are withdrawn from the 
diet, a period of abstinence is observed and then, 
one at a time, the suspected foods are readded to 
the diet. 

Should symptoms now reappear and disappear 
on withdrawal of the specific food, we have the 
proof that the individual is hypersensitive to this 
food. 

Then, what can be done? One can omit the 
food entirely for a time and then try eating it 
occasionally, say once a week or once in ten days. 
This may work where the patient is sensitive to 
only one food, but usually these patients with 
gastrointestinal allergy are sensitive to a number 
of different foods, and reintroduction of these 
foods becomes a difficult problem. 

Furthermore, such patients living on a restricted 
diet and consuming repeated quantities of the per- 
mitted foods tend to become sensitive to these 
permitted foods. 


Patients are rarely able to detect sensitivity to 
foods eaten at least once a day. 


Some years ago Rinkel of Kansas City rec-. 


ommended a new approach to the detection of 
specific food sensitivity. 

He selected several major articles of diet, based 
upon the individual’s eating habits, that could be 
potentially sensitizing. 

He had the individual avoid eating a particular 
food for four days before the test. Then the 
patient presented himself, fasting, and was given 
a feeding of the food to be tested, and such 
feedings were repeated at one-half-hour intervals 
for three additional feedings. 

If no symptoms appeared after the first feed- 
ing or some symptoms appear and are intensified 
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by subsequent feeding, then one has good grounds 
for incriminating such a food as allergic. 

When this test is applied to the first six or 
eight major allergenic foods in the patient’s diet, 
the physician becomes aware of the extent to 
which foods are producing allergic symptoms, 
According to Rinkel, wheat and corn and corn 
derivatives are of chief allergenic concern. 


Various Allergic Alimentary Symptoms 


According to Rowe, canker sores on lips and 
the inside of the mouth can come from specific 
foods. 

Grapes and cantaloupe have given immediate 
puckering in the mouth and abdominal distention, 
while canker sores have appeared in twelve hours 
and lasted two weeks. 

A forty-year-old woman had canker sores in 
the pharynx, especially with her menstrual pe- 
riods, for many years. She also had recurrent sick 
headaches and symptoms of toxemia and fatigue. 
All symptoms disappeared with the elimination of 
wheat, milk, eggs and fruit from her diet. 

A woman, aged sixty, had recurrent attacks of 
deep canker sores, plus belching, some sour 
stomach and constipation. All her symptoms were 
relieved by the elimination of wheat, eggs, milk 
and fruit from her diet. 

Rowe himself had canker sores from bananas 
and apples. He stated that a piece of banana held 
between his tongue and lips produced no reac- 
tion; however, when a minute piece of banana 
was swallowed, a canker sore developed that did 
not heal for two weeks. 

Rowe asks: if food can produce such soreness 
in the mouth, is it not reasonable to assume that 
it can produce similar lesions in the gastric and 
intestinal mucosa resulting in disturbed peristal- 
sis? 

He reports a patient who developed burning in 
the mouth and tongue and blisters on the lips 
from shellfish and peaches. 

He found a patient so sensitive to sweet po- 
tato that she was unable to swallow any of it 
because of local edema. 

He reports the case of a young woman with 
bronchial asthma who would vomit for an hour 
and a half after every meal. Elimination of milk 
and eggs from the diet relieved both conditions. 

He reports the case of a man who was operated 
upon elsewhere for cholecystitis. At operation 
the gall bladder appeared normal, but drainage 
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was established. However, his symptoms of ab- 
dominal distress persisted, and he consulted Dr. 
Rowe who found that this patient also suffered 
from hay fever and asthma. These symptoms 
led to an allergic investigation, and he was found 
sensitive to wheat. Removal of wheat from his 
diet caused the disappearance of symptoms, but 
when he again ingested wheat, symptoms suggest- 
ing gall-bladder disease reappeared. 

He reports the case of a woman sensitive to 
milk who would have five to fifteen stools after 
taking a few drops of milk. 

He reports also the case of a woman who had 
a diarrhea for six months, and on investigation 
she had no free hydrochloric acid in her stomach. 
Administration of hydrochloric acid brought no 
relief, but the elimination of milk (to which she 
was sensitive) stopped the diarrhea. 

Dr. Rowe cites a case reported by Cohen in 
1934 of a patient with mucous colitis lasting for 
For a time this patient was treated 
in a tuberculosis sanitarium and given heavy feed- 
ings of milk. He stated that the elimination of 
milk from the diet stopped the colitis and re- 
sulted in a gain of 50 pounds in weight. 


many years. 


Duke of Kansas City, one of the early pioneer 
workers in the field of allergy, published some 
interesting case histories on alimentary allergy 
in his textbook published in 1925. 


Case 1. 
foods. 


Emaciation caused by hypersensitiveness to 
A patient with alimentary allergy was sensitive 
to almost all the common foods. Because of abdominal 
pain, nausea and vomiting and fear of pain on eating 
she had become reduced in weight to less than 70 
pounds. 


During her illness, gallstones were found and re- 
moved, without relief. 

Several weeks after operation, when the patient was 
on the verge of death from starvation, she was found 
to be sensitive to practically every common food except 
meats and fruits. On a diet of meats and fruits she 
gained weight at the rate of nearly a pound a day, and 
at the end of two months she weighed 130 pounds. 

Several times during these two months, attempts were 
made to add some vegetables, cereals, milk and eggs 
to her diet, but always with a recurrence of abdominal 


pain, nausea, and vomiting that would last for several 
hours. 


Case 2—Alimentary reaction followed by appendicitis. 
A man, aged twenty-five, ate shad roe at lunch, two to 
five times a week, for several months. 

After moving to another locality he did not eat shad 
toe for a period of about two years. Then he became 
subject to occasional attacks of severe epigastric pain 
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(nonradiating) developing fifteen minutes after a meal 
and lasting for from three to five hours. Occasionally 
\the pain was accompanied with nausea and vomiting. 
Several attacks were followed by tenderness over the 
region of the appendix with slight fever and leukocytosis 
lasting about a week. The condition was diagnosed 
recurrent appendicitis. At operation a few adhesions 
were found about the appendix and several concretions 
in its lumen. 


Similar attacks of epigastric pain occurred after the 
removal of the appendix, which differed from the pre- 
operative attacks only in the fact that they were not 
associated with tenderness in the lower right quadrant 
of the abdomen. Finally it was discovered that the 
attacks occurred invariably after eating shad roe, and 
when the shad roe was eliminated from the diet, no 
such attacks occurred. This sensitiveness persisted for 
more than ten years but gradually became less severe 
in degree. 

At the present time ingestion of shad roe causes dis- 
comfort in the abdomen and nausea, but no severe pain. 

An intracutaneous injection of an aqueous extract of 
shad roe produced a typical hive-like reaction, 0.5 cm. 
in diameter. 


Cooke’s textbook, Allergy in Theory and Prac- 
tise, in the chapter on “Allergy of the Digestive 
System,” gives two interesting case histories. 


Case 3—A Jewish school girl, aged sixteen years, had 
suffered from recurring attacks which her mother 
stated began when she was two weeks old. 


In early life these attacks came about once a month, 
and for the previous year they came about once a 
week, and for the prior three months they occurred 
every Friday. 

There was a prodromal period of uneasiness, anorexia, 
abdominal discomfort lasting from four to fourteen 
hours (some of the mild attacks did not go beyond this 
stage). 

Next there was a crescendo period with rapid increase 
in symptoms of anorexia, abdominal colic, pain referred 
to shoulders, hips or feet, and prostration. There was 
fever, rapid pulse and leukocytosis. 

The maximum temperature was 104°; pulse was 140 
beats per minute, with a leukocyte count up to 28,000. 
A single differential count showed no 
eosinophiles. 

The abdomen was rigid and tender as is found in 
general peritonitis, but varying in location from side 
to side. Marked salivation was present, as well as 
nausea, belching, occasional vomiting, the vomitus con- 
taining free hydrochloric acid. 

This stage lasted from eight to sixteen hours and was 
followed by a period of recovery, with rapid subsidence 
of pain, of fever and of leukocytosis within seventeen 
hours. 

She then felt well, had a voracious appetite, and with- 
in a few hours regained the 4 or 5 pounds lost in the 
attack. Gastric analysis showed slight hyperchlorhydria. 

Prior to my seeing her an exploratory operation had 
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been done at Johns Hopkins Hospital and her appendix 
removed without effect on her attacks. 

Because of the suspicion that there might be an al- 
lergic basis for these attacks, intradermal skin tests were 
performed with ordinary food stuffs, such as milk, eggs, 
cereals, meats, vegetables and fruits, and all were nega- 
tive. Also a family history for allergies was negative. 

However, since it was still suspected that this might 
be an allergic reaction, milk, eggs and meats were re- 
moved from the diet and the attacks stopped. 

Subsequently milk was given on two separate occa- 
sions, and the prodromal abdominal symptoms ap- 
peared at the end of two to three days. 

After these experiences the patient could not again 
be induced to take milk. 

The patient was under observation for the next nine 
years and when last seen, in 1925, had been entirely 
free of all attacks. 

She never touched milk and was not willing to re- 
peat the experiment. Her two children showed no al- 
lergies up to that time. 


Up to this point in my paper I have reviewed 
the standard text books and articles in the litera- 
ture on allergy and have endeavored to give you 
the current thought on the problem of alimentary 
allergy and its differential diagnosis. 

I was interested to note that much of the re- 
porting on alimentary allergy appeared between 
1920 and the late 1930s and that very little has 
been written on this subject since 1940. 

In 1948 at an annual meeting of the American 
Academy of Allergy there was a symposium on 
“Psychosomatic Factors in Allergic Disease.” 
This is the first time in all the years that I have 
attended the meetings of the allergy society that 
discussions on the role of the emotions in pro- 
ducing or aggravating allergic symptoms formed 
part of the scientific program. 

In the Journal of Allergy for November, 1950, 
there is published a symposium on “Food A\l- 
lergy” which was part of the program of the sixth 
annual meeting of the American Academy. 

A very thought-challenging paper was that by 
Drs. Graham, Wolff, and Wolff on “Changes in 
Tissue Sensitivity Associated with Varying Life 
Situations and Emotions; Their Relevance to 
Allergy.” 

The authors presented further evidence on 
three points : 


1. That man reacts adaptively or protectively in sim- 
ilar ways to a variety of noxious stimuli. 

2. That man may react to threats or symbols of as- 
sault as though they were assaults; and 


3. That consequently it may be difficult to ascertain 
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what aspects of a total situation are really relevant to 
the observed reactions of the individuals. 

Therefore, ingested chemical agents and foods may 
sometimes take on special significance not dependent upon 
their chemical nature or physical structure.” 


The authors studied the cutaneous vascular re- 
actions in patients with urticaria: 


There were seventeen men and thirteen women who 
had repeated attacks of hives or whose present attack 
had lasted three weeks or longer. 

It was found that there was an almost invariable 
relationship between an attitude of a particular kind and 
attacks of urticaria. 

The patients cosidered themselves wronged or injured 
and believed that they could do nothing to improve the 
situation. 

No correlation was discovered between exposure to 
allergens and attacks of hives. 


The authors continued : 


In an experimental setting and following suitable con- 
trol observations, significant events, known to have been 
associated, in the past, with outbreaks of hives were 
brought up for discussion and dwelt on for several 
minutes. 

The experiments concluded with a period of strong 


_reassurance and diversion. 


During the entire experiment measurements of cu- 
taneous vascular reactions were carried out. 

All of the patients were seen to flush when topics of 
significant personal ‘concern, evoking resentment, were 
discussed. 

Measurements revealed that at such times there was a 
decrease in tonus of the minute vessels (capillaries and 
venules) and dilatation of the arterioles. 

In five cases, urticarial lesions appeared during stress- 
ful interviews. 

It was possible to show in a healthy man that loss 
of minute vessel tone which follows a blow, will also 
take place if a blow is merely threatened. 


Food Sensitivity—It is conceivable that foods by vir- 
tue of their chemical or physical structure may give rise 
to antigen-antibody reactions and subsequent clinical 
manifestations of food sensitivity. 

The evidence for and against the occurrence of such 
reactions is difficult to evaluate. 

It has been maintained that migraine headache is ire- 
quently a manifestation of food allergy. 

The difficulties involved in reaching such a conclusion 
are illustrated by the following experiment: 

Four able physicians . . . themselves migraine patients, 
were the subjects. They were of the opinion that they 
could produce migraine headaches in themselves by eat- 
ing ‘chocolate in minimal amounts. 

They were given a set of lettered sealed envelopes, 
with the key to the contents held in the laboratory and 
unknown to the subject; each envelope contained either 
8 gm. powdered chocolate or 8 gm. lactose in eight black 
capsules, the two sets of capsules being indistinguishable 
in appearance. 
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All were instructed to eat no chocolate during the 
experiment. 

It was found, in these subjects, that headaches some- 
times followed the chocolate and sometimes the lactose, 
but most commonly attacks occurred without reference 
to ingestion of capsules. 


Case Report 

Case 1—A _ fifty-year-old woman, whose chief com- 
plaints were pressure in her head, poor thinking and 
memory, vision not clear, dizziness, abdominal cramps, 
abdominal bloating and hives, was studied. 

The symptoms occurred within ten to twenty minutes 
after ingestion of milk or milk products. These attacks 
had been present for eleven years after a cesarean sec- 
tion. 

The patient had never liked milk but had taken a great 
deal of it during her pregnancy and had gained 60 
pounds. 

Soon after being put on a reducing diet milk elicited 
the symptoms. 

Skin tests were positive to milk, tomatoes, peaches, 
peas, pork and lobster, but symptoms were only asso- 
ciated with the ingestion of milk. 

On the occasion of the experiment, balloons were 
introduced into the stomach and duodenum. After a 
preliminary control period had established the rate and 
amplitude of contractions, 50 c.c. of whole milk were 
introduced into the fundus by the stomach tube without 
the patient being able to observe what was being admin- 
istered. 

She was told that she was being given water as 
a preliminary testing procedure. 

There was no change in the motility pattern and the 
patient exhibited no symptoms. 

Two weeks later the experiment was repeated. This 
time the patient was given 50 c.c. of tap water, but she 
was told that milk was being introduced. 

Following this suggestion she developed nausea and 
abdominal discomfort associated with definite changes 
in the duodenal motility pattern. 


In the same symposium there was a paper on 
“Milk Allergy: A Survey of its Incidence, Ex- 
periments With a Masked Ingestion Test,” by 
Mary Hewitt Loveless from the Department of 
Medicine of Cornell Medical College. 

She sent a questionnaire to 142 physicians, mem- 
bers of the American Academy of Pediatrics or 
the American Academy of Allergy. 

Their replies showed that they were attending 
180,000 individuals, and of these, 4,260 gave pos- 
itive cutaneous reactions to milk, an incidence of 
2.3 per cent. 

There were an additional forty-nine pediatri- 
cians who did not perform skin tests to diagnose 
food allergy. They reported that clinically the 
incidence of milk hypersensitiveness amounted to 
1.5 per cent. 
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These low figures are astonishing since Rinkel 
and Rowe, by means of a food diary, elimination 
diets and ingestion tests, arrive at incidences con- 
siderably higher. 

Loveless selected eight patients on the basis of 
their histories for or against the existence of 
allergy towards milk and gave them milk in 
masked form in conjunction with control, or 
placebo, feedings. 

There were positive findings in three individ- 
uals whose manifestations were judged to be 
psychogenic rather than allergic. 

Placebo feedings given two of these subjects, 
clarified the diagnosis. 


Case 4.—History of nausea, abdominal colic ten min- 
utes after milk, fluid retention, marked edema, poor 
vision, memory, and thinking in several hours and oc- 
casionally hives. 

He was given 50 c.c. of milk by stomach tube with 
the suggestion that only water was being given. The 
result was no reaction. 

Later he was given water by stomach tube with 
the suggestion that it was milk. The result was posi- 
tive, i.e., reproduction of his alleged symptoms to milk. 

This patient was allergic to the “idea ‘of milk” but 
not to milk allergens. 


Loveless found that intracutaneous skin tests 
with milk erred in the direction of giving false 
positive reactions. 

She cites the need for re-evaluation of the 
symptoms of allergy and suggest the need for 
omitting such neurotic symptoms from the allergic 
syndromes as fatigue, drowsiness, headache, chilly 
sensations and pains or drawing of muscles, and 
the development of more scientific methods of 
diagnosis of alimentary allergy. 


Comment 

When we realize that the emotions can pro- 
duce vascular changes in the body tissues, identi- 
cal with those produced by the antigen-antibody 
reaction, we now have a new approach to the 
study of all allergic reactions, namely, how does 
the individual react to his environment and its 
stresses ? 

As someone has said of patients with peptic 
ulcer, “It is not what you eat that causes your 
stomach distress, but ‘it is what is eating you’ 
that counts.” 


In the preparation of this paper the standard text 
books on allergy have been freely consulted, as well as 
the Journal of Allergy for November, i950, which con- 
tained a symposium on “Food Allergy.” 
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PSYCHOGENIC FACTORS IN ALLERGIC DISEASE 


M. G. FREDRICKS, M.D. 
Duluth, Minnesota 


HE practice of dermatology is a constant re- 

minder of the direct effect of psychogenic 
factors on allergic diseases. Simple dermatoses, 
not complicated by emotional responses, are the 
exceptions rather than the rule, and even a poison 
ivy dermatitis will frequently be prolonged by 
the distress of the patient to an admittedly mis- 
erable affliction. 

Discussing psychogenic factors, we are con- 
cerned with the emotional tone of the patient 
rather than with his intellectual responses. The 
physician in his everyday practice is prone to 
think of psychogenic and psychosomatic problems 
as mental diseases in which the thinking is not 
properly controlled. We still have not completely 
rid ourselves of thinking of the troubles of the 
patient with functional disease as being in his 
mind. There is a tendency to forget that mental 
life includes unconscious as well as conscious 
processes. Feelings, rather than conscious think- 
ing, create the problems for which many patients 
seek our help. Often the little issues in life pre- 
cipitate emotional crises. The patient’s attitude 
toward these often minor issues of life may make 
the difference between health and psychogenic 
disturbances. 

As a specific example of how emotional tone, 
feelings and attitudes in everyday life affect al- 
lergic diseases, consider the young housewife 
and mother with an eczematous contact dermatitis. 
She is naturally frustrated by the limitations im- 
posed upon her necessary activities such as just 
keeping a little child clean. She removes her 
hands from soap and water by the proper use of 
gloves, applies the usual ointments, but still may 
find that this is not enough to remedy her problem. 
In this case, insight, reassurance and sedation 
given by her physician will greatly facilitate her 
recovery. 

Chronic urticaria illustrates well the psycho- 
genic factors in allergic diseases, as it is usually 
the result of emotional excitement and nervous 
fatigue. Most of these patients are not “neu- 
rotic” and they usually, at least by my standards, 
are average people in the various walks of life. 





Presented in the Symposium on Allergy at the annual 
meeting of the Minnesota State Medical Association, 
Rochester, Minnesota, May 2, 1951. 
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Their understanding of the mechanism of psycho- 
genic factors, the use of sedative therapy, and ef- 
fecting some change in their attitude towards their 
everyday problems, is the most effective treatment 
program in my experience. 

Atopic eczema is helped more by the patient’s 
insight into excessive emotional tension and by 
sedation than by antihistaminic drugs. Even in 
infancy, knowledge on the part of the parents of 
the role played by tension, and sedation, constitute 
a major part of the therapy in this disease. In my 
experience, atopic dermatitis in the ’teens and later 
in life is more frequently the problem of psycho- 
genic factors than allergy, although admittedly 
atopic eczema is basically an allergic disease. Kep- 
ecs and co-workers? have demonstrated that the 
rate of exudation in hypnotized patients with 
atopic eczema and urticaria increases in emo- 
tionally tense subjects, and decreases when 
through suggestion they are relaxed. 

Holmes and co-workers’ state that “the nasal 
reaction is a part of a broad biologic protective 
pattern of defense.” They describe pathologic 
changes of nasal mucosa with edema of the stro- 
ma, dilatation of the vascular and lymphatic chan- 
nels, and hyperactivity of the glands (all quite 
the same as the changes observed in allergic 
rhinitis), associated with such emotions as anxie- 
ty, hostility, frustration and resentment. Woltf 
and co-workers® demonstrated that by manipula- 
tions in interview situations they could “turn on” 
and “turn off” patients’ attitudes, and then show 
that changes in the’ mucous membrane came and 
went at the same time. 


Rackemann® states that “since the attack of 
asthma which is caused by physical or emotional 
strain is quite the same in its signs and symptoms 
as the attack caused by allergy, one can assume 
a similar mechanism.” He adds that there is little 
doubt about psychic disturbances as a secondary 
mechanism to aggravate allergy and that the cir- 
cumstantial evidence is increasing to show that 
these mechanisms can be primary in allergic dis- 
eases. Stevenson and Wolff® cite the case of a 
twenty-nine-year-old man with bronchiectasis in 
whom it was found that during stressful life sit- 
uations, the bronchial mucous secretion increased 
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markedly, sometimes as much as eightfold, and 
again diminished when the stress was over. 


The relationship of psychogenic factors to al- 
lergic conjunctivitis was well illustrated to me 
about a month ago. The diagnosis on the patient 
had been made by an ophthalmologist in July, 
1946, and again in July, 1947. The patient, a 
boy now eight years old, was referred to me by 
a second ophthalmologist for intradermal tests 
because of an exacerbation of allergic conjunc- 
tivitis two weeks before. His eyes had been all 
right since October, 1950. Intradermal tests* 
to the inhalants performed April 2, 1951, were 
insignificant except for a 2-plus reaction to alter- 
noxia. At the time of the first visit with the pa- 
tient and his mother, it was learned that although 
the boy was normal by his mother’s or by my 
standards, he was keenly aware of sibling com- 
petition from a younger brother. The brother 
had rather unusual musical talent and thereby 
won more than his share of the parents’. att®n- 
tion. Discussion of this problem with’ thé mother 
and mild sedation achieved marked improvement 
within ten days. 

When one peruses the current medical liter- 
ature, he finds frequently erotism, mother fixa- 
tions, sadism and masochism identified as etio- 
logic factors in hay fever, asthma, eczema and 
hives. Although it is admitted that serious emo- 
tional disturbances do play a part in these dis- 
eases and may enter into all our lives at some 
time to some degree Selye* has given us a re- 
spectable and understandable reason for the ills 
of the average patient. He points out that in all 
humans adaptability and resistance to stress are 
fundamental prerequisites to survive; that every 
vital organ and function participates in them, 
and that diseases of adaptation can result from 
excessive stress. Selye further notes that any- 
thing that causes stress endangers life, unless it 
is met by adequate adaptive responses; con- 
versely, anything that endangers life causes stress 
He states that the basic 
reaction pattern to stress is always the same, ir- 
respective of the agent producing the stress. 


and adaptive responses. 


Although we know that psychogenic factors 
may be a cause or contributing factor in allergic 
diseases, are we fully utilizing this knowledge in 


_— 


*Allergic Extracts for Group Intracutaneous Testing, 
Wyeth, Inc., Philadelphia, Pa. 
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the better management of our allergic patients? 
I do not believe that we are. To be of help to 
the patient, we must talk in terms that the. patient 
understands clearly. Terms such as “feelings,” 
“stress,” “tension,” “inner-excitement,” “being 
keyed up,” and “learn how to become more re- 
laxed inside” are completely understandable and 
acceptable, and of help to many patients in finding 
a way to handle the everyday stresses of a highly 
competitive society. One can simply explain that 
the life of normal people always does involve 
some struggle; that insecurity, be it vocational, 
social or financial, is always with us; and that 
these stresses in life do affect vital organs and 
functions to some degree as long as we have any 
spirit within us. A discussion of psychogenic 
factors in allergic disease should always be a part 
of the “briefing” of every patient with allergic 
disease. Many patients will then volunteer what 
their particular problems, either big or small, may 
be; and having done so, a better relationship will 
exist between patient and doctor, and a thera- 
peutic interview thereby will be accomplished. 
There is, however, no simple and easy way out in 
the management of emotional problems in our 
allergic patients or in any other patient. The 
physician’s willingness to listen, his sympathetic 
and interested objectivity toward the patient will 
accomplish a great deal. When one sums up the 
total time required to help patients by using ther- 
apeutic interviews in addition to other good ac- 
cepted treatment procedures, one will usually find 
that the total time required in treating these 
patients will actually have been shortened. Better 
medicine will have been accomplished, and this 
should be and is one of our main goals at all 
times. 
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A GUIDE FOR INDUSTRIAL HEALTH PRACTICE IN MINNESOTA 


NDUSTRIAL health practice is a type of 
medical, surgical and nursing practice which 
is likely to increase in the State of Minnesota, 
and in order to give it recognition and avoid 
confusion and misunderstanding in the minds of 
doctors, nurses, industrialists, labor groups, 
members of the teaching profession and others, 
who singly or in groups are interested in the 
health and welfare of workers, it seems advisable 
at this time to clarify and define the purpose 
and scope of industrial health practice. 

Industrial health practice has long been recog- 
nized and endorsed by the American Medical 
Association and the American College of 
Surgeons. Doctors and nurses practicing in- 
dustrial medicine and nursing have nationwide 
organizations such as the American Association 
of Industrial Physicians and Surgeons, and the 
American Association of Industrial Nurses, Inc. 

Those rendering health services in industry are 
assisted by industrial hygienists, industrial 
engineers, and medical and technical consultants 
of private and governmental agencies among 
which are such national organizations as the 
American Conference of Governmental Industrial 
Hygienists, American Industrial Hygiene Associ- 
ation, American Association of Industrial 
Dentists, American Public Health Association, 
and the Division of Industrial Hygiene of the 
Federal Security Agency, U. S. Public Health 
Service. 

In preparing this outline of industrial health 
practice, the standards of procedure approved by 
the American College of Surgeons, and the 
recommendations of the Council on Industrial 
Health of the American Medical Association, and 
the American Association of Industrial Nurses, 
Inc., have been largely used. 


Broad Objective 


The broad objective of industrial health practice 
is to promote good health and well-being among 





This Guide for Industrial Health Practice in Minne- 
sota has been prepared jointly by the Committee on 
Industrial Health of the Minnesota State Medical 
Association, the Division of Industrial Health of the 
Minnesota Department of Health, and Minnesota Nurses 
in Industry, Inc. 

It has been approved by the Council of the Minnesota 
State Medical Association, the State Board of Health, 
and the Board of Directors of the Minnesota Nurses 
Association, 
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employed groups of people. Within this objective 
is the promotion of good health through the 
application of emergency treatments and preven- 
tive health measures known to medical science, 
and the application of sound technical and 
engineering measures to control the environment 
of the worker so as to reduce the hazards of 
employment which directly or indirectly affect his 
health and well-being. 

These objectives can be accomplished within 
the framework of ethical medical practice without 
sacrificing the essentials of the normal doctor- 
patient relationship, and without furthering the 
cause of socialized medicine. 

This outline is not intended to be an exhaustive 
manual dealing with all details of a health service, 
but is intended as a guide which incorporates the 
essential features of a good industrial health 
program. 


Scope of Health Service 


The American College of Surgeons in a survey 
of approximately 2,000 medical services in 
industry, reported the following as the objection- 
able features most frequently observed: 


1. The indiscriminate use of first-aid kits. 

2. Many physicians in charge of industrial medical 
dispensaries have neglected to provide written 
“Standing Orders” or regulations to which 
dispensary attendants may refer. Verbal instruc- 
tions do not provide adequate and _ infallible 
instruction. é, 

3. A number of industrial establishments, both large 
and small, still maintain the practice of employing 
physicians on a call basis, for emergency service 
only. 

4. One of the most consistent defects is found in the 
system of records maintained. 

5. (Lack of) periodic health examinations. 

6. Perhaps the most consistent defect in medical 
service in industry is the apparent failure of the 
physician to acquaint himself with general plant 
sanitation, with special reference to plant inspec- 
tions for the purpose of making personal observa- 
tions and subsequent recommendations.! 


While it is realized that small industrial 
organizations or plants do not require as extensive 
medical services as do the larger ones, the general 
health practices outlined below are generally 
applicable. 
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The features of a good health service have been 
extensively discussed by the Council on Industrial 
Health of the American Medical Association, the 
American College of Surgeons, the American 
Association of Industrial Physicians and Sur- 
geons, and the American Association of Industrial 
Nurses, Inc. The general features outlined 
below are those advocated by these national 
organizations. 


1. A definitely organized plan for the medical service. 

2. A definitely designated staff of qualified physicians, 
surgeons, nurses and attendants, with one physician 
in charge of the servicé. 

3. Adequate emergency, dispensary or hospital 
facilities, Properly controlled first-aid kits in plants 
too small for a dispensary. 

4. Preplacement, periodic and_ special physical 
examinations made only by a doctor of medicine. 
Preplacement examinations should be used to assist 
the employer in placing an employe in a job which 
he is physically and mentally qualified to do. In 
transmitting to the employer the required informa- 
tion as to the physical and mental capabilities of 
the employe, it is best to use a code or classification 
of work capacity which will serve the purpose for 
correct placement, and at the same time retain the 
confidential nature of the specific findings. 

5. Prompt and efficient care of all industrial injuries 
and occupational diseases. 

6. Prompt but reasonable first aid and advice for 
employes suffering from non-industrial injuries and 
illnesses while on duty. For further professional 
care such cases should be referred to their own 
private physician or the proper community health 
agency. 

Adequate medical records, including physical 

examination records, accessibly filed in the medical 

department under responsible medical supervision. 

Statistical summaries and analyses of the injury 

and illness experience should be made periodically. 

& Utilization of such measures as are recognized to 
be practical and efficacious for the elimination or 
control of all health hazards. 

9. Supervision and periodic inspection of plant 
sanitation. 

10. Education of the employe in accident and 
occupational disease prevention and _ personal 
hygiene. 


NI 


ll. An active participation in rehabilitation programs. 

12. An ethical and co-operative relationship with the 
family physician. 

13. An arrangement for adequate facilities for the 
transportation of ill or injured employes. 


14. An arrangement for use of competent medical and 
surgical consultants and hospital services. 


In 1946 the American College of Surgeons 
outlined briefly the functions of the industrial 
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nurse.2. In 1949, the American Association of 
Industrial Nurses drew up a more comprehensive 
outline of the industrial nurse’s duties, which 
includes those mentioned by the American College 
of Surgeons. This outline is called “The 
Industrial Nurse, Her Duties and Responsi- 
bilities.” It was distributed in 1949 by the Federal 
Security Agency, Public Health Service, and is 
reprinted here in its entirety. 


DUTIES AND RESPONSIBILITIES OF THE 
NURSE IN INDUSTRY 

1. Give emergency care for all occupational injuries 
as authorized by written standing orders signed by 
the physician in charge. 

2. Give treatment for occupational injuries and ill- 
nesses under the supervision of the physician in 
charge. 

3. Give emergency care for non-occupational dis- 
abilities and see that the patient is referred to 
his own physician for further treatment if 
necessary.* 

4. Organize and maintain a clean, smooth running, 

and efficient health service unit. 

Keep currently informed about plant processes and 

materials. This can be accomplished by frequent 

tours through the plant and conferences with 
department and division heads, foremen, purchasing 
agents and others as may be indicated. 

6. Participate in preplacement, periodic and annual 
examinations of workers. 


un 


(a) Interview workers to explain the purpose 
of the examination, procedures and their signifi- 
cance. 

(b) Obtain and record personal and occupational 
history of the worker. 

(c) Complete as much of the examination as is 
approved by the physician. This may include 
making routine tests and measurements such as 
height, weight, hearing, visual acuity, urinalysis, 
dental inspections, taking blood pressure, pulse, 
temperature and respiration, and obtaining speci- 
mens for. serological examination and_ other 
laboratory tests. 

(d) Assist physician with physical examination 
as necessary and chaperone women workers. 

(e) Confer with worker to interpret medical 
findings, plant policies for health and welfare, and 
to assist him in making plans for his necessary 
care. 

(f) Make periodic inspections for symptoms and 
indications of occupational disease, as of employes 
working with benzene, lead or other toxic sub- 
stances. 

(g) Interview workers in connection with return- 
to-work permits to assure their fitness for work. 

7. Participate in the plant health and safety educa- 
tional program. 

(a) Integrate health instructions in the training 
program for new employes. 
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(b) Do some health and/or safety teaching 
during each service to the employe. 

(c) Do follow-up for correction of remediable 
defects. 

(d) Give health supervision to workers with 
chronic conditions, and see that they periodically 
consult their private physicians. 

(e) Assist in the rehabilitation of employes with 
physical handicaps. 

(f) Keep workers informed regarding current 
local health problems and health programs through 
the use of posters, pamphlets, movies or slides 
and/or group talks as indicated. 

(g) Contribute timely health articles to plant 
publications. 

(h) Promote and assist in the organization of 
classes to meet specific needs such as personal 
hygiene, nutrition, etc. 

(i) Assist in placement of workers according to 
physical and mental fitness. 

(j) Analyze reports for evidence of conditions 
needing improvement. 

(k) Attend meeting of safety committee. 

(1) Assist in the promotion and (if necessary) 
teaching of first-aid courses for employes from 
each department. 

(m) Promote the proper use of protective equip- 
ment and, when indicated, demonstrate care of 
such equipment. 

Assist with plant sanitation. 

(a) Know the requirements of state factory 
laws that pertain to illumination, ventilation, 
cleanliness, eating facilities and provisions for 
adequate toilets as well as for rest, wash and 
change rooms. 

(b) Present suggestions to management of all 
phases of plant environment that affect the health 
and morale of the workers. 

Participate in plant welfare activities. 

(a) Interpret (or encourage) group sick-benefit, 
hospitalization and life insurance plans. 

(b) Counsel workers on all health and welfare 
problems of concern to them. 

(c) Assist in the development of recreation 
programs as indicated. 

(d) Promote and assist in securing and main- 
taining adequate eating facilities for all employes. 

(e) Co-operate with all community health and 
welfare agencies to the end that the employes have 
adequate help in meeting their problems of non- 
occupational as well as occupational origin. 
Maintain, in confidential files and regularly analyze, 
employe records and health service reports.* 

(a) Maintain an individual record for each em- 
ploye seen in the health service unit. 

(b) Record every service rendered to each 
individual employe on his individual record, and 
use this record as the basis for health counseling. 


* In regard to items 3 and 10, it is understood that 
the nurse is acting in accordance with the written 
standing orders of the physician in charge. 
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(c) Make compensation reports according to 
plant policy. 

(d) Submit daily, weekly, or monthly, and 
annual reports to plant physician and/or manage- 
ment; and interpret such reports as evidence of 
accomplishments or as needs for further activities. 

11. Keep abreast with developments in science, in 
industry and in her profession through: 

(a) Active membership in professional and civic 
organizations. 

(b) Reading of 
magazines. 

(c) Participation in study groups. 

(d) University study when possible.® 


professional and _ industrial 


In certain instances the activities of the 
industrial nurse may parallel the activities of a 
public health nurse. In these instances standards 
of conduct which apply to the public health 
nurses should also apply to the industrial nurse. 
These are found in MINNEsoTA MEDICINE 
(August, 1948) under the title, “A Guide for 
Public Health Nursing Agencies Seeking to 
Establish Policies and Standing Orders.” This 
guide was recommended by the committee on 
Public Health Nursing, and approved by the 
House of Delegates, Minnesota State Medical 
Association, in June, 1948.8 

It is recognized that in carrying out her 
designated activities the industrial nurse as well 
as the industrial physician will be brought into 
close co-operation with such “inplant” activities 
as absentee control, accident prevention, hiring 
and transfer of personnel, committee discussions 
of health policies, and into close co-operation with 
such officials as safety engineer, personnel 
manager, personal relations officer, health and 
welfare counselor, etc. 

It is further recognized that the nurse in 
industry has a singular opportunity for health 
counseling, and that her interest in the health of 
workmen may extend beyond the plant environ- 
ment into the homes of the workmen and bring 
her into close association with public health and 
welfare personnel and organizations operating in 
the community. 

Home visits by the industrial nurse or 
industrial physician may be necessary in the 
diagnosis and treatment of occupational diseases 
or in connection with absentee control. “Home 
visits for other than industrial injuries or 
occupational diseases are not made as a rule by 
the plant physician, except by request and where 
the company or employes’ benefit association 
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provides an all-inclusive service.”* The industrial 
nurse on a home visit “should be able to make 
the patient generally comfortable, and to deter- 
mine if medical aid should be called. “Assistance 
may be rendered in gaining admission to a 
hospital, in solving family problems, or, if the 
family is destitute, in providing relief through 
the company or through welfare organizations.”* 

It is recognized that the health service under 
certain circumstances may participate in research 
projects for the advancement of medical science, 
providing the information obtained is freely 
available and not gained for the purpose of com- 
mercial exploitation. 

It is recognized that a group of employed 
workmen is a fruitful field for the propagation 
or application of health measures being promoted 
by state public health departments, such as tuber- 
culosis control, venereal disease control, cancer 
and heart disease control, mental hygiene, etc., 
and co-operation of the health service with such 
agencies is recommended. 

It is recognized that the good industrial 
physician who is thoroughly familiar with the 
working conditions and specific hazards of his 
plant, is in a better position to diagnose occupa- 
tional disease than his fellow practitioners who 
do not have access to the plant. For this reason, 
outside physicians who are called upon to diagnose 
or treat occupational disease should work closely 
with the plant physician. 

It is recognized that it is desirable that such 
things as pre-employment or preplacement physi- 
cal examinations, certification of physical fitness 
for transfer to a different job, certification of 
physical fitness to return to work after disability, 
which vitally concern the safe operations of the 
plant, and fundamental services such as first aid 
and emergency care, be handled by the plant 
health service. These activities are of such a na- 
ture that they do not materially interfere with the 
normal patient-doctor relationship. 

It is recognized that some of the activities ad- 
vocated for an industrial health service are 
duplications of services offered by private 
practicing physicians. Although in many ways 
it may be desirable that all occupational conditions 
and conditions having a possible occupational 
causative factor be processed through the plant 
health service it should be clearly understood that 
the employes cannot be compelled to use the 
plant health services but may freely elect to seek 
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treatment from their private physicians for either 
occupational or non-occupational conditions. 

If further clarification of the rights of an 
injured workman are desired, Chapter 176 of the 
Minnesota Statutes for 1949 should be consulted. 

This outline does not recognize the treatment of 
non-occupational conditions as falling within the 
scope of industrial health practice, but it is recog- 
nized that an investigation may be necessary to 
rule out an occupational cause. The American 
College of Surgeons expresses the consensus in 
this way: 


The purpose and license of industry is not to practice 
medicine. If for no other reason than a sense of fair 
competition, industry should go no further in the actual 
treatment of non-industrial injuries and illnesses than 
to give reasonable first aid and advice to those on duty. 
Reasonable first aid may be defined as care given to 
patients who, in the doctor’s opinion, will recover after 
two or three treatments, and who ordinarily would not 
consult an outside doctor. Such a policy appears to be 
reasonable and satisfactory because: 

1. This permits the worker to remain on the job. 


2. It promotes good will between the medical depart- 
ment, management, employes, and labor. 


3. The outside practitioner is not deprived of patients, 
as these employes would not stop work and accept a 
pay loss to go to him. If further diagnosis and 
treatment are necessary, they should be referred 
to their own physician.? 


General physical examinations when performed 
for whatever purpose should be carefully done 
and fully recorded in keeping with the best 
principles of medical practice. The confidential 
nature of the findings and records should be 
honored. If it is necessary to transmit the 
findings to a third person the reason should be 
explained to the examinee and his specific consent 
obtained. 

The results of the physical examination should 
be interpreted to the examinee. Where non- 
occupational conditions are found which should 
be treated the patient should be advised to have 
them treated by his own physician or dentist. If 
the physical examination uncovers an occupational 
condition which requires treatment, the condition 
should be explained to the patient. He may be 
told that the health service has facilities and 
personnel to treat him, where such is the case, but 
it should be recognized that he has a perfect right 
to go elsewhere for treatment if he wishes. 

If the employe elects to have treatment by his 
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private physician for any condition discovered by 
the plant health service it is generally advisable 
to supply the worker’s physician with full clinical 
and laboratory details noted, if such is the wish 
of the patient. 

If an employe is suffering from a physical 
handicap which makes it inadvisable for him to 
continue any longer at work, at the job he is 
doing, every effort should be made to place him 
in a position where he can serve in spite of his 
handicap. If because of the peculiar hazards of 
the plant and the nature of the disability it is 
impossible to place him satisfactorily he should 
be frankly advised to seek other work which he 
is capable of doing. While the plant doctor must 
protect the health and safety of the employes as 
a whole he should, so far as possible, be a 
champion of the individual workman who is 
handicapped. 

It is recognized that it is the responsibility of 
the plant health service to make detailed plans 
for handling large numbers of seriously injured 
workers in the event of disaster, such as an 
explosion, fire, air raid, or other enemy action. 
These plans should be drawn up in co-operation 
with the State Director, Civil Defense Agency, 
and integrated with the civil defense plans of 
the local community. 


Standing Orders 

It is recognized that in the health service where 
the physician in charge is on duty only part time, 
the industrial nurse will be called upon to act 
alone and take responsibilities not ordinarily 
assumed by nurses. To provide for such emer- 
gencies it has been the practice for the doctor in 
charge to draw up and sign rules of procedure 
which have been called standing orders. The 
doctor’s written instructions for routine pro- 
cedure might better be called a guide, since they 
do not have the status of written orders for a 
specific patient. Standing orders should not be 
worded in such a way that following them would 
require a nurse to make a diagnosis. 

The guide for the industrial nurse should in- 
clude the usual course of procedure as outlined 
in the standard first-aid textbook, and such 
additional directions as the plant physician wishes 
to include. 

It is suggested that in formulating “standing 
orders” that publications on this subject by the 
American Association of Industrial Physicians 
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and Surgeons, American Association of Industrial 
Nurses and the Industrial Health Council of the 
American Medical Association be used as a guide, 


Personnel 


The personnel of a health service should con- 
sist of an industrial physician who serves full or 
part time, a registered nurse who serves full or 
part time, and as many more doctors, nurses, 
technicians, clerical help and consultants as are 
necessary for the size of the group being served, 
and in keeping with the hazards of the plant. 

The doctors on the staff should come up to 
the standard set by the American College of 
Surgeons for qualifications of an_ industrial 
physician, which are as follows: 


The physician or surgeon who expects to serve an 
industrial organization, either as the plant physician or 
as medical director, should be actively interested in 
industrial medicine and traumatic surgery and should 
possess the following qualifications : 

1. He should be a graduate of an accredited medical 
school and licensed to practice in the state or province. 

2. He should have at least one year’s internship in an 
accredited hospital. 

3. He should have some experience in general practice 
either prior or supplemental to his duties at the plant. 

4. He should have a general knowledge of each plant 
operation, industrial relations, including employment 
methods and problems, transportation, housing, recrea- 
tion, educational facilities and methods, and employes’ 
benefit plans. 

5. He should be qualified to determine by examination 
of employes their physical and mental fitness for work. 

6. He should have a knowledge of the ingredients 
and of the toxic or disease-producing qualities of all the 
materials and processes used in the industrial organiza- 
tion which he serves. 

7. He should have a knowledge of health education, 
of sanitation, of working conditions, of accident and 
occupational disease-prevention methods, and of preven- 
tive health measures in general. 

8. He should have a knowledge of the diagnosis and 
treatment of occupational diseases. 

9. He should be competent in the diagnosis and 
handling of all traumatic lesions which he undertakes 
to treat. 

10. He should be versed in procedure for follow-up 
and _ rehabilitation. 

11. He should have knowledge of the workmen’s 
compensation laws. 

12. He should have knowledge of an efficient medical 
record system and of statistical methods. 

13. He should have an unbiased industrial viewpoint 
and a confidence-inspiring personality. 

14. He should realize that his first duty should 
always be to the workman whom he examines or treats. 

15. He should like people. 
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From the above outlined requirements, it is evident 
that industrial medicine is in itself a specialty. <A 
physician may be skilled in medicine or surgery, and 
yet fail to satisfy the administrative or health preserva- 
tion requirements of an industrial organization. Without 
such special interests and qualifications, the general 
practitioner or plant physician cannot expect to serve 
industry adequately as a medical director.” 


If more than a first-aid service is required, a 
fully qualified registered nurse should be em- 
ployed who has had additional training in 
industrial nursing, public health, home visiting, 
counseling or related nursing fields. 

For small plants operating a first-aid service, 
the attendant in charge should possess a current 
first-aid certificate. 


Types of Health Service 


The following types of health service are 
recognized : 


1. One in which the medical director is a full-time 
employe of the company and takes full responsibility 
for the health service, including hiring and discharging 
of health service personnel through the co-operation of 
the personnel department. 


2. One in which the medical director is a part-time 
employe of the company and obligated to spend a 
portion of his time at the plant in the service of the 
company, and who takes full responsibility for the 
health service including hiring and discharging of health 
service personnel through the co-operation of the per- 
sonnel department. . 


3. One in which the practicing physician is not really 
an employe of the company, but is used by them from 
time to time as a consultant on a fee-for-service basis. 

In his capacity as consultant, he may be called upon 
to advise on the conduct of the health service, to draw 
up and sign a guide for the nurse and advise on the 
hiring and discharging of health service personnel, with- 
out having any administrative authority over the health 
service. In other words, in this type of health service, 
the company is free to take his advice or not. 


4. A first-aid service in which a room is set aside 
for this purpose with a practical nurse or trained first-aid 
attendant in charge full time. In this type of service 
there should be a designated doctor on call, but he 
does not take any responsibility for the first-aid care, 
but may on occasion give advice. In this type of service 
only first aid can be conducted, and that according to 
usually accepted first-aid procedure. The attendant in 
charge of such a service has no authority to do more 
than first aid. 


5. A first-aid service with one or more first-aid boxes 
or cupboards in charge of a trained first-aid attendant 
who is ordinarily otherwise employed. In other respects 
it operates the same as type 4, but with fewer facilities. 
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Administrative Comment 


It is recognized that a medical doctor cannot 
conduct a good health service unless he is given 
adequate authority. It is therefore recommended 
that a medical director refuse to accept employ- 
ment in a health service except as a consultant 
only, unless he is given full responsibility for the 
health aspects of the service, including the hiring 
and discharging of medical, nursing and technical 
personnel attached to the health service. 

Experience has shown that a better health 
service is usually maintained in those plants where 
the medical director reports directly to top 
management, or in the absence of a medical ad- 
ministrator, the nurse has ready access to top 
management. ; 

It makes for better functioning of the health 
service if a manual is drawn up for the guidance 
of the doctors and nurses, outlining how their 
activities relate to plant procedure and policies. 


Ethics 


The usual principles of medical ethics should 
apply in the practice of industrial medicine.® 

The following relationships between industrial 
and private physicians were outlined by the 
Industrial Health Committee of the State Medical 
Society of Wisconsin. They in turn frankly 
acknowledge that their sources of material were 
publications of the American Medical Association 
and the Lake County Medical Society, Lake 
County, Indiana. These principles are reproduced 
below and are recognized as good medical ethics 
in the practice of Industrial Hea'th. 


1. Pre-employment examinations. 
Acceptable medical practice would dictate the wis- 
dom of : 

(a) Making available to the family physician of 
the examinee a full report of the examination, if 
the examinee indicates a wish that the report be 
transmitted to a physician of his choice. 

(b) Willing consultation with the examinee’s 
personal physician when differences of opinion arise 
regarding medical findings. 

(c) Refraining at all times from directing the 
examinee to any one practitioner to whom the 
examinee should report for correction of defects 
discovered in the examination. Free choice should 
be adhered to in practice as well as in principle. 


The following rules of conduct should be 
adhered to in the interests of sound medical 
practice : 
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(a) It is not ethical for an industrial surgeon, while 
caring for an industrial injury or disease, to urge the 
patient to have a concomitant and coincidental disease 
treated by himself at the worker’s expense. 

(b) Once a case of questionable liability to the em- 
ployer is diagnosed as being of non-occupational origin, 
the patient is to be referred to his personal physician 
for further care.* 

(c) A physician or surgeon is not to use his industrial 
affiliation as a direct means of gaining a private practice 
among plant workers. This includes solicitation, low fee 
arrangements, and insinuation of reprisals against 
workers who insist on care by physicians of their choice. 


While the above rules directly apply to 
physicians engaged in industrial practice, there 
are like obligations of those who serve as non- 
industrial physicians comjng in contact with cases 
involving industrial care: 

(a) If a private physician suspects the diagnosis of 
an occupational disease or illness, he should, with the 
patient’s permission, communicate the information to 
proper plant medical authorities. 

(b) If differences of opinion exist as to the com- 
pensability of medical and surgical conditions, the private 
physician, with the permission of the patient, should 
confer with the plant doctor. 

(c) Statements to workers that treatment offered 
through the plant physician are not in keeping with 
sound medical practice (in the opinion of the examining 
physician) accomplish nothing constructive and should 
be withheld until there has been a consultation with the 
plant physician to ascertain all the pertinent facts.? 


In the practice of industrial nursing the nurse 
is also bound by the ethics of her profession. 


Summary 


This plan for industrial health practice is 
intended as a guide to the practice of industrial 
health in the State of Minnesota. It does not 
purport to be complete in every detail, and is 
subject to revision. It is believed that the prin- 
ciples outlined herein are applicable to the 
practice of medicine among the members of any 
group of people having a common employer who 
will pay for the health service. 

It is recommended that further details of the 
functioning of health services be obtained from 
the industrial physician, the Division of Industrial 
Health of the Minnesota Department of Health, 
or the state or local medical societies. The 
Division of Industrial Health provides the fol- 
lowing free services within the state: 

* It should not be inferred here that the employe is 


denied free choice of physician for occupational 
conditions. 
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1. Advice on medical and nursing services in 
industry and other employed groups. 

2. Advice to industrial physicians on __ special 
occupational disease problems. 

3. Laboratory facilities for special examinations of 
blood, urine and other biological materials in cases of 
suspected industrial poisoning. Laboratory analysis of 
materials used in industry to determine the potential 
health hazards associated with their use. 

4. Engineering studies of the working environment 
to evaluate the health hazard associated with exposures 
to toxic dusts, fumes, gases, vapors and mists and such 
physical factors as radiation, noise, temperature, 
humidity, ventilation and illumination. Recommenda- 
tions for the control of health hazards found are a 
part of these studies. 

* 5. Distribution of literature and information on in- 
dustrial health matters. 


In carrying out its program, the Division of 
Industrial Health co-operates with industry, 
industrial physicians, industrial nurses, labor 
unions, the Industrial Commission, insurance 
carriers and other public and semi-public agencies 
concerned with the health and well-being of 
employed persons. 

Information obtained in investigations made by 
the Division of Industrial Health is not ad- 
missible as evidence in any action at law or in 
any action under the Workmen’s Compensation 
Act (See Minnesota Statutes, 1949, Section 
144.34). 
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A NEW GROOVED ENUCLEATION IMPLANT 


CHARLES HYMES, M.D. 


Minneapolis, Minnesota 


HE recent trend toward facial plastic surgery 
is proof that people have a great many anxie- 
ties concerning their physical appearance. When 
the indications are such that an eye must be re- 
moved, there is always considerable resistance on 
the part of the patient, primarily because of fear 
of how such surgery will affect his appearance. 
If he could be assured that the artificial eye would 
resemble to a close degree his remaining eye and 
would move in unison with it, he would anticipate 
the operation with much less anxiety. 
The objective of all methods of enucleation is 





Fig. 1. Grooved hemispherical im- 
plant. (a) Grooves are 1 mm. in 
depth anteriorly and 2 mm. in depth 
at circumference of implant. (b) 
Perforations for stay sutures. 


to create a socket with a movable stump which will ° 


impart to the prosthesis some degree of move- 
ment, reduce the sinking-in appearance of the 
upper lid, and prevent sagging of the lower lid. 
To this end, numerous types of muscle cone im- 
plants have been used in the recent past with con- 
sistently poor results. 

Of the older methods of enucleation, the one 
which gives a fair cosmetic result is the Mules 
operation, in which a glass or gold sphere is sewed 
into the intact sclera after evisceration of the con- 
tents of the eyeball. However, the objection to 


From the Department of Ophthalmology and Oto- 
laryngology, University of Minnesota Medical School. 
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this operation is the danger of sympathetic oph- 
thalmia, particularly when the operation is per- 
formed on atrophic eyes and those with retained 
foreign bodies. Furthermore, this operation can- 
not be performed in the case of a severely trau- 
matized eye or when a tumor is suspected. 

Since 1945, the writer has devised and experi- 
mented with a number of muscle cone implants, 
including a tunneled implant similar to that of 
Allan, as well as with the so-called integrated or 
partially buried implant, similar to the Cutler 
implant. 





Fig. 2. Stay sutures are threaded 
diagonally from the posterior sur- 
face forward. 


The immediate cosmetic results with the use 
of the partially buried implant both as to the ap- 
pearance of the lids and the movement of the 
artificial eye are all one could ask for. Unfor- 
tunately, these results are not lasting, and sooner 
or later the implant is extruded in a very large 
proportion of cases. This has been the experience 
of most of the ophthalmologists reporting on the 
use of this type of implant. 

When one observes the socket of an eye where 
a gold or glass sphere has been completely buried 
and the corresponding recti muscles sutured to 
each other, one observes a fair degree of move- 
ment of the stump. However, very little of this 
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Fig. 3. The implant in position 
within the muscle cone. (a) Su- 
tures retract the four recti muscles. 
(b) Stay sutures. (c) Anterior view 
of implant. (d) Grooves for recti 
muscles, 


Fig. 6. The two stay sutures have 
been tied. Stay sutures which are 


recti muscles. sutures. 


movement is imparted to the prosthesis as the 
convex anterior surface of the stump slips beneath 
the artificial eye. In the case of the Mules opera- 
tion, in which a glass or gold sphere is buried 
within the sclera, though the appearance of the 
eye is satisfactory, the horizontal movements are 
quite limited for the same reason. 

It occurred to the writer that a completely 
buried implant which would create a stump with 
a flat anterior surface, together with an artificial 
eye with a flat posterior surface, would offer the 
best possibility for obtaining good movement of 
the prosthesis. It was with this idea in mind that 
the writer devised both a tunneled and a grooved 
hemispherical implant. The latter is herein de- 
scribed. 

The implant is essentially a hemisphere made 
of a plastic material (methyl methacrylate resin). 
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Fig. 4. The superior and inferior Fig. 
recti muscles have been overlapped 
about 4 mm. and sutured edge to 
edge with previously placed mild 
chromic retraction sutures. 


Fig. 7. (t) Edges of Tenon’s 
capsule are sewed together with six 
not tied tightly fix the implant to the to seven mild 





5. The horizontal muscles 
have been overlapped 4 mm. and 
sutured edge to edge. (b) Stay 
suture in process of being tied. 


Fig. 8 (t) Tenon’s capsule has 
been closed, and edges of conjunctiva 
(c) are brought together with in- 
terrupted sutures or a running su- 
ture using fine black silk. 


chromic catgut 


Its flat anterior surface has a diameter of 21 mm., 
while its posterior spherical portion has a depth of 
12 mm. Over its anterior surface are grooves 
for the recti muscles (Fig. 1). These grooves, ver- 
tical and horizontal, merge with each other an- 
teriorly where they are 1 mm. in depth and 5 mm. 
in width, becoming 2 mm. deep at the circumfer- 
ence of the implant. The grooves gradually be- 
come shallow and merge with the posterior spher- 
ical surface. Four through and through perfora- 
tions for stay-sutures traverse the implant just 
outside the grooves (Fig. 2). 


Technique 
After undermining the conjunctiva and Ten- 
on’s capsule in the usual manner, the four recti 
muscles are stripped back for a distance of ap- 
proximately 15 mm. from their insertion. Two 
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Fig. 9. Appearance of the conjunctival cul-de-sac four 
weeks postoperatively. The conjunctiva overlying the 
implant presents a practically flat surface. 


mild chromic catgut sutures are lock-stitched to 
the edge of each rectus muscle close to its inser- 
tion. The muscles are severed from the eyebail 
and retracted (Fig. 3). The optic nerve and the 
oblique muscles are severed, completing the enu- 
cleation. Bleeding is controlled before placing the 
implant in the muscle cone. 

The catgut sutures are threaded through the 
four perforations in the implant diagonally from 
the posterior spherical surface forward, and the 
four loose ends are retracted after placing the 
implant with its flat surface anteriorly into the 
muscle cone (Figs. 2 and 3). These oblique su- 
tures serve to fix the implant to the overlying recti 
muscles. 

The vertical muscles are overlapped approxi- 
mately 4 mm. and sutured edge to edge using the 
lock-stitched sutures previously placed (Fig. 4). 
The horizontal muscles are similarly overlapped 
and also sutured with the previously placed su- 
The horizontal muscles are not 
sutured to the vertical muscles. The obliquely 
placed sutures are now tied over the recti muscles, 
the upper nasal strand being tied to the lower tem- 
poral, and the lower nasal strand to the upper 
temporal (Figs. 5 and 6). These stay sutures are 
tied snugly without cutting. They serve to fix the 
recti muscles to their respective grooves and pre- 


tures (Fig. 5). 


vent the shifting of the implant on its axis. 

The edges of Tenon’s capsule are sutured hori- 
zontally with six or seven interrupted mild chro- 
mic catgut sutures (Fig. 7). The conjunctiva is 
sutured edge to edge with fine silk using a run- 
ning suture (Fig. 8). A pressure bandage is 
applied. 
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; Figs. 10, 11 and 12. The prosthesis in position in the 
forward direction of gaze, in convergence, and in par- 


tial external rotation. Movements of the artificial eye 
improve as time goes on. 


About four weeks postoperatively, the pros- 
thetic eye is fitted into the socket. The prosthetic 
eye which is made flat posteriorly has a small lip 
on the nasal side to fit under the caruncle, its flat 
surface corresponding to the flat surface of the 
conjunctiva overlying the implant. 

The results with the use of the 
grooved implant are mosf gratifying. Cosmeti- 
cally, there is much less sinking of the upper lid 
than when a glass or gold sphere is used, and there 


immediate 
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is no sagging of the lower lid. The motility of the 
artificial eye both vertically and horizontally 1s 
very satisfactory, particularly the short eye move- 
ments which I like to refer to as the “conversa- 
tional” eye movements. Movements of the arti- 
ficial eye improve as time goes on. In this regard, 
it goes without saying that the artificial eye must 
be made correctly, both with regard to the size 
and coloring of the iris button and its proper 
positioning and the size of the prosthesis (Figs. 
9, 10, 11 and 12). 

If in the process of healing the implant should 
turn somewhat on its axis, the artificial eye is 
made to fit the permanent socket and the iris but- 
ton is placed to correspond with the remaining eye. 
Neither the wider nor the fine movements of the 
artificial eye are interfered with in such a case. 
A conformer is not placed in the conjunctival cul- 
de-sac postoperatively, since no tension should be 
placed on the healing edges of the conjunctiva and 
Tenon’s capsule. 

Of the considerable number of grooved im- 
plants which have been used to date, we have had 
but one failure, and that was due to the use of 
a conformer postoperatively. We are convinced 
that the conformer exerted too much tension on 
the newly-healed edges of Tenon’s capsule and 
conjunctiva. It is believed that the use of the con- 
former is extraneous for the reason that there is 
not sufficient shrinkage of the tissues to warrant 
its use. The slight decrease in size of the con- 
junctival cul-de-sac can easily be compensated for 
after permanent healing has taken place by the 
simple expedient of enlarging the prosthesis. Ar- 
tificial eye makers are frequently called upon to do 
this in cases where the artificial eye has not been 
worn for a number of months. 

The advantages of the grooved implant are 
many and may be summarized as follows: 

1. It involves no change from the usual method 
of enucleation and the use of a spherical implant. 
It is technically much simpler to insert than the 
tunneled implant. 


2. Because of the wide surgical exposure and 


no interference with any part of the implant, 
suturing. of the muscles is simplified. 

3. Stay-sutures serve to fix the muscles in 
their grooves. With the contraction of the orbital 
tissues, the implant fits snugly in the muscle cone. 

4. Complete burial in the implant within the 
muscle cone and separate closure of Tenon’s cap- 
sule and conjunctiva assures permanence. 

5. The implant is not interposed between 
Tenon’s capsule and the recti muscles as in the 
case of the tunneled implant, thus permitting more 
secure healing of the capsule to the recti muscles. 

6. Ease of making the implant assures lower 
cost to the patient. 

7. Upon healing, the flattened conjunctiva over- 
lying the anterior surface of the implant exhibits 
a lively movement. The artificial eye is made with 
a flat posterior surface and a small lip nasally 
which fits under the caruncle. The movement of 
the flat stump is more readily imparted to this 
type of prosthesis. 

8. The cosmetic result is as good as with any 
buried implant and almost as good as when a 
semiburied or integrated implant is used, without 
risk of extrusion which is so very common in the 
latter. 

Summary 

A grooved, completely buried hemispherical im- 
plant and the technique for placing it in the muscle 
cone has been described. It has a number of ad- 
vantages over the usual methods of enucleation. 
The implant is not interposed between the recti 
muscles and Tenon’s capsule, permitting the cap- 
sule to heal more securely to the muscles, thus 
giving added assurance to the retention of the im- 
plant. The cosmetic appearance of the eye post- 
operatively is very satisfactory, and the motility 
of the artificial eye is unusually good, both in the 
wider horizontal and vertical movements, as well 


as in the short “conversational” movements. 
Medical Arts Bldg., 
Munneapolis, Minn. 





The implant and the prosthesis are made by_ the 
Precision-Cosmet Company, 234 Hennepin Avenue, Min- 
neapolis, Minnesota. 





The early or smoldering lesion (of tuberculosis) 
which is not causing symptoms of illness is a real chal- 
lenge. The patient, doctog, nurse, laboratory scientist, 
all trained workers, and the general public need to make 
a special effort in diagnosis and treatment, with follow- 
up, patient education and guidance. These silent lesions 
are not limited to minimal cases, as trained workers all 
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know. We are turning far too many of these patients 
over into the rocky shoals of the stream of health, lack- 
ing in understanding, guided by gossipy opinion, incom- 
plete diagnosis, and insufficient medical guidance after 
we have found them in our clinics or surveys.—GROVER 
C. Betiincer, M.D., Bull. Nat. Tuberc. A., April, 1951. 
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THE MANAGEMENT OF INTERMITTENT EXOTROPIA 


THEODORE G. MARTENS, M.D. 
Rochester, Minnesota 


T SEEMS as if “The Management of Inter- 

mittent Exotropia” is a good subject for a 
round-table discussion. Quite different opinions 
on this management may be found in the current 
literature, and some fairly recent innovations seem 
to make the subject timely. 

This group of cases is fairly unique among the 
disorders of binocular vision. “Exophoria-tropia,” 
“periodic divergent strabismus,” “divergence ex- 
cess type of exotropia” and “daydreaming exo- 
tropia” are just a few of the terms that have 
been applied in the past. A few of the features 
which make the group unique are the rather late 
age of onset, the tendency to progression with 
age, the infreqency of amblyopia, and the relative- 
ly good convergence present in most of the cases. 

The history frequently is all that is necessary 
to make the diagnosis. The child is noted to have 
an eye that “wanders out” at times, especially 
when he is tired or inattentive. Some children 
are noted to close one eye when outdoors. When 
examined, vision usually is normal in each eye, 
unaided or with corrective lenses. The eyes usual- 
ly appear straight, both when looking at 20 feet 
and at 13 inches. The cover test reveals a large 
exophoria, usually greater at distance than at 
near, and often there is spontaneous diplopia or 
failure to regain parallelism after the cover test 
at 20 feet. Older children and young adults fre- 
quently have asthenopic symptoms at near. Pro- 
longed reading is done with effort and often 
causes bitemporal headache and pain in the eyes 
which subside rapidly after the close work is 
discontinued. 

The near point of convergence very often is 
normal, as is the prism convergence, and the 
prism divergence usually is excessive (more than 
8 prism diopters). Ductions and versions are 
normal. When it is stated that prism convergence 
is normal, it must be remembered that the start- 
ing position is considered as beginning at the 
exophoric position. Thus, if a person with an 
exophoria of 15 prism diopters overcomes prism 
base out equal to 15 prism diopters, he has a 


From the Section on Ophthalmology, Mayo Clinic, 
Rochester, Minnesota. 

Read at the meeting of the Minnesota State Medi- 
cal Association, Rochester, Minnesota, May 1, 1951. 
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prism convergence of 30 prism diopters. It is 
true that the older the patient, the more likely 
he is to have some degree of convergence insuf- 
ficiency, but probably his intermittent exotropia 
is of longer standing and the usual compensatory 
mechanism for the establishment of concomitancy 
has had more effect. The same compensatory 
mechanism is seen to act throughout the phorias 
and tropias. 

The mention of an excessive prism divergence 
usually is enough to bring forth the argument 
as to whether or not there is an active divergence 
mechanism. This is not the place, nor have we 
the time, to enter the argument here. If divergence 
is only a passive relaxation of convergence, then 
it probably represents the only associated striated 
muscle function that is without two active antago- 
nists. 

Lee and O’Brien have published papers on the 
treatment of divergent strabismus in which they 
confine the surgical procedure to one eye and in 
which they state that one can expect a certain 
number of degrees of correction for each milli- 
meter of recession, resection or advancement per- 
formed. I have not noted these numbers because 
I think them misleading. A very different view 
is held by Scobee, who states that a bilateral re- 
cession of the lateral recti to the equator will 
result in parallel eyes no matter how much exo- 
tropia or phoria is present (within limitations). 
Scobee also noted anomalies of the lateral recti 
in 100 per cent of the cases on which he reported. 
These anomalies were interpreted to represent ob- 
stacles to easy, efficient convergence in these cases 
and to be the causative factors of the muscular im- 
balance. 

Costenbader, at the Iowa symposium on stra- 
bismus, stated that a bilateral recession was the 
surgical treatment of choice in the cases of di- 
vergence excess type of intermittent exotropia. 
Even more recently, Guibor has stated that bi- 
lateral simultaneous muscle operations in diver- 
gent strabismus are productive of more good re- 
sults than are multiple-stage or one-eye muscle 
operations, although he was discussing a con- 
stant type of exotropia. 

There appears, however, to be evolving a cer- 
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tain awareness that surgical treatment in cases of 
exotropia should be on an all-or-none basis. Par- 
tial correction usually leads to gradual lessening 
of the correction obtained, and further partial 
correction still fails to achieve parallelism. One 
seemingly logical explanation is that in these cases 
fusion usually is present, at least for near objects, 
suppression is alternating, anomalous localization 
is fairly infrequent and not deep seated, and 
progression is the rule with age. If surgical cor- 
rection falls short of producing parallelism at 
distance, these above factors are not much altered, 
while if, postoperatively, the eyes are straight or 
a bit overcorrected, the alternate suppression is 
abolished as is usually the anomalous localiza- 
tion. ‘Fusion is stimulated, and when age tends 
to aggravate the condition these factors are strong- 
ly established and prevent the lapse into exotropia. 

In esotropia, undercorrection is to be pre- 
ferred if parallelism is not achieved, and as the 
patient grows older the résidual deviation com- 
monly will lessen. Here time is on the physician’s 
side, while with the exotropia group such is not 
the case. 

There is variance of opinion on the value of 
nonsurgical treatment of this group also. Scobee 
dogmatically states that 18 prism diopters is the 
dividing line, and that exophoria of less than this 
amount should be treated by orthoptic methods 
and more than 18 prism diopters of exophoria 
is indication for surgical treatment. Costenbader 
is in close agreement here, stating that patients 
with more than 20 prism diopters of exophoria 
almost always will need surgical assistance. This 
author states that preoperative orthoptic training 
is to be desired in order to break up suppression 
and create diplopia, while Scobee and Burian say 
that preoperative orthoptic training is unneces- 
sary. 

There is little disagreement that orthoptic train- 
ing is the treatment of choice for the convergence 
insufficiency often present in these cases, and 
probably always present if treatment is sought 
late. Convergence exercises with base-out prisms, 
finger-to-nose exercises, and stereoscopic slides, 
all are beneficial. Prangen has stated that he has 
seen numbers of patients who have not progressed 
in the amount of exotropia while they faithfully 
followed convergence exercise. 

I do not wish to be boresome with case re- 
ports or tabulations of figures but merely wish 
to point out that my colleagues and I believe we 
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have obtained better results in the treatment of 
these patients who have intermittent exotropia of 
the divergence excess type by simultaneous bi- 
lateral surgical procedures directed at the ex- 
ternal recti than by former methods which con- 
sisted of unilateral recession of the external rectus 
or recession and resection confined to one eye. In 
spite of the fact that many of these disturbances 
are mainly phorias and only occasionally tropias, 
a little surgical treatment is not enough. Probably 
more often it would be desirable to add a resection 
of one internal rectus to the bilateral recession of 
the external recti. 

Scobee states that simple recession of the ex- 
ternal recti is not enough. One must divide all 
the secondary attachments and check ligaments 
that are found. Few will disagree with this state- 
ment. This is sound surgery in approaching all 
of the extra-ocular muscles. One would not ex- 
pect much of the recession of an internal rectus 
if the eye were held in a convergent position by 
thick check ligaments. The debatable point is 
the role of these secondary attachments as a caus- 
ative factor in strabismus. Too few muscles of 
orthophoric eyes have been dissected in the liv- 
ing individual. It has been our practice to sever 
all the secondary attachments of the muscles, 
whether to the globe or to the tissues outside the 
muscle cone. A generous conjunctival incision is 
necessary to gain adequate exposure for this pur- 
pose. The more one is on the lookout for these 
anatomic variations, the more one finds them. 
Scobee makes special emphasis of finding thick- 
ening of the intermuscular membrane below the 
external recti. This is merely Tenon’s capsule as 
it runs from the external to the inferior rectus. 

The question often arises as to the best time 
to treat these patients surgically. It is very well 
to state that if the exophoria measures more than 
a certain amount the only treatment is surgical. 
Often, however, the parents of these children 
merely want an explanation of why the eye 
“wanders out” occasionally, and they are unwill- 
ing to accept what they consider drastic treatment 
for such a minor complaint. It seems that, more 
often than not, this is just the problem to be 
dealt with. The children can be given convergence 
exercises to be done at home and can be re- 
examined periodically. The parents then may 
notice that with the passage of time the exotropia 
is becoming noticeable a little more frequently, 
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MEDICINE AND ITS PRACTITIONERS IN OLMSTED COUNTY PRIOR TO 1900 


NORA H. GUTHREY 
Rochester, Minnesota 


(Continued from the July issue.) 


Abraham Franklin Strickler (1873-1927), a graduate of the University of 
Michigan Medical School in 1898, licensed in Minnesota the same year, came 
to Olmsted County on May 16, 1899, as the twenty-third appointee, an assistant 
physician, on the staff of the Rochester State Hospital. He had been transferred 
from a similar position at the state hospital in St. Peter. On the resignation 
of Dr. Robert McE. Phelps on June 10, 1899, Dr. Strickler was appointed assistant 
superintendent to fill the vacancy, it was stated in the local press, but he resigned 
in the following month to enter private practice. A little later, it appears, he 
returned to St. Peter in his former capacity but soon resigned to practice medicine 
in New Ulm with his brother, Dr. Ora G. Strickler, who had been established 
there since 1885. 

In September, 1900, Dr. A. F. Strickler was married to Mary Eliza Ranson, a 
native of Dodge Center, Minnesota, who from February, 1899, until her mar- 
riage was an assistant physician at the state hospital in St. Peter. Dr. Strickler 
and his wife, after their return from an extended trip abroad in 1900, practiced 
medicine together in Sleepy Eye, Brown County, Minnesota, until Dr. Strickler’s 
death, at St. Mary’s Hospital, Minneapolis, on September 17, 1927. 


Robert B. Struthers, of Montreal, Canada, a graduate in 1883 of the medical 
department of McGill University, came to Rochester, Minnesota, in April, 1884, on 
a visit to his friend and fellow graduate, Dr. Patrick N. Kelly. Liking the locality, 
Dr. Struthers stated that he would remain some months, perhaps permanently, 
and entered partnership with Dr. Kelly. On April 19, 1884, he received license 
No. 871 (R) from the State Medical Examining Board of Minnesota. Lack of 
local record indicates that he returned to Montreal within a year. 


T. J. Swan, late from four years’ service in the Union Army as “regimental, 
brigade and division surgeon” and his son, C. J. Swan, in June, 1865, opened 
an office for the practice of medicine in Rochester, Minnesota, and community on 
College Street at the head of Broadway. They announced that they would give 
especial attention to the diseases of women and children and to diseases or wounds 
contracted in the army. 


Through the columns of the Rochester Republican the senior physician offered 
the following information: 


The doctor comes to our city bearing the highest recommendations as a gentleman and a 
physician. Several years ago when the doctor, then a resident of Mississippi and a member 
of the Mississippi Legislature rendered himself obnoxious to the secessionists by his staunch 
Union sentiments, and consequently found that in order to save his life he must flee north- 


HISTORY OF MEDICINE IN MINNESOTA 


ward, which he did, locating in Kentucky. And when the war finally broke out, he was ap- 
pointed surgeon for the Federal Army, which position he occupied until a few weeks 
singe, when he with his family came to this city. . . . He is determined to make a good 
citizen and is fully assured that he will give full satisfaction to all calling on him. 
Further information about the Drs. Swan has not been available. Perhaps 
these men should be classed with the itinerant practitioners who in untold numbers 
crossed Olmsted County in the sixties and seventies. 


Charles E. Teel (1841-1909), a respected pioneer physician and surgeon of 
Olmsted County, practiced in Eyota from 1865 to 1880, with the exception of a 
few months in St. Paul in 1872 and 1873. 

One of a numerous family, he was born in 1841 in the Province of Quebec, 
Canada, at the farm home of his parents, who were of Scotch-English-German 
ancestry. He received his early education in Canada, was married in Vermont 
at the age of eighteen years to Augusta Paige, and the next year, 1860, went to 
Montpelier, Vermont. From Montpelier he entered the medical department of the 
University of Vermont, at Burlington; shortly after his graduation on June 1, 
1865, as a doctor of medicine, he came with his wife and children to Eyota, 
Minnesota. 

It is of interest that Mrs. Teel’s parents, Mr. and Mrs. Foster Paige, at about 
the same period came to Minnesota from St. Albans, Vermont, and settled in 
Oronoco, Olmsted County, and that three of their daughters were married to 
local pioneer physicians: Augusta, as stated, to Charles E. Teel; Clarissa Alice 
to Hector Galloway, of Oronoco and Rochester ; and Caroline to George B. Ayres, 
who studied medicine under Dr. Galloway and Dr. F. A. Sanborn in Rochester. 
As noted earlier, Dr. Ayres on graduation from the University of Michigan, in 
1877, practiced medicine in Omaha, Nebraska. 

Dr. Teel has been described by venerable citizens of the county as a short, 
energetic man of genial disposition who easily made friends, and as “a fine man 
and a good doctor.” In the doctor’s later years, his grandson, Dr. Charles Teel, of 
Bellingham, Washington, has said, he wore a full beard and inclined to stoutness. 
There is still in use (1947) the red brick house, handsome in its day, which Dr. 
Teel built in Eyota in 1872, the first of its kind in this section. The house was 
flanked by a substantial barn for the doctor’s fine carriage horses, in which he took 
pride; he used to drive on his rounds over the countryside at a speed that de- 
lighted the youngsters along the road. 

Dr. Teel’s was a widespread practice. Early newspapers commented on his 
attendance on patients in many parts of the county and of other counties and on his 
consultations with fellow physicians in neighboring towns; in August, 1871, 
journalistic description appeared in the St. Charles Herald (Winona County) of a 
necropsy, in a case of hypertrophy of the liver, performed at Dover Center, in 
which he assisted Dr. H. H. Guthrie and Dr. Jerome B. Tamblin, of St. Charles. 
For some years in the seventies Dr. Teel was a county physician for Eyota Town- 
ship and Eyota Village. He was a member of the early Olmsted County Medical 
Society (founded in 1868), which met in Rochester, and of the Minnesota State 
Medical Society in 1871-1877. 


In the late seventies Dr. Teel became interested in Dakota Territory and in 1880 
he removed with his family to Grand Forks. Under the Dakota medical practice 
act of 1885 he registered in the territory on July 31 of that year. Grassick, in 
1926, in his account of medicine in North Dakota, gave interesting information on 
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Dr. Teel’s activities in Grand Forks: For a time Dr. Teel operated a drug store 
under the firm name of Teel and Morgan. He built a red brick home, which in 
1926 was still in use. When the University of North Dakota was founded at 
Grand Forks, in 1883, Dr. Teel was one of the five regents, of whom three 
were physicians. 

In 1886 or a little later Dr. Teel removed from Dakota to Tacoma, Washington, 
where he practiced medicine until his retirement, in 1905, to a small farm near 
Kent, Washington. He died in Kent about 1909. 

Dr. and Mrs. Teel had two children, a son, Charles S. Teel, who became a 
physician, and a daughter, Marie, both of whom were students at Carleton Col- 
lege. Marie Teel was married to Dr. Charles Emery, who practiced at Ballard, 
a residential suburb of Seattle, Washington. Charles S. Teel (1861-1930) was 
born in Vermont. After the family settled in Dakota, he taught bookkeeping and 
business training at the state university for two years, and in Grand Forks was 
married to Arvilla Webster, a native of southern Minnesota. In 1890, on gradua- 
tion with the degree of doctor of medicine from the Kentucky School of Medicine, 
he entered the practice of medicine with his father in Tacoma. In 1892 Dr. Charles 
S. Teel removed to Bellingham, where he followed his profession for thirty-five 
years ; he was one of the first physicians in Washington to specialize in pediatrics. 
He was survived by three children, two daughters, and a son, Dr. Charles Ed- 
mond Teel (1896-....). In 1946 Dr. Charles E. Teel, namesake of the pioneer 
physician of Olmsted County and a graduate of Washington University School of 
Medicine in 1923, had for twenty years been a practicing urologist in Bellingham. 
The three years immediately after his graduation he spent in internship and resi- 
dency in eastern hospitals, including the Massachusetts General Hospital and the 
Peter Bent Brigham Hospital. 


. Thoen, late of Christiania (Oslo), Norway, in the autumn of 1879 
opened an office in Rochester, Minnesota, for the practice of medicine. Further 
information about him has not been available. 


Wilhelm Thoms has an inconclusive history as a practitioner of medicine 
in Olmsted County, in 1863, or elsewhere in Minnesota. The Rev. Edward D. 
Neill, in his History of the Minnesota Valley (1882), stated that “Dr. William 
Thoms” was born in 1827 in the Kingdom of Hanover, where he studied medicine ; 
in 1852 he came to New York, in 1855 to Illinois, and in 1857 to Minnesota. He 
was married in Scott County, in 1857, to Eliza Stolzer; there were ten children 
of the marriage. 

There is evidence that Wilhelm Thoms on August 25, 1862, was mustered into 
Company I of the Eighth Regiment Minnesota Volunteer Infantry, and on April 
13, 1863, was discharged because of disability ; in Minnesota in the Civil War and - 
Indian Wars his name appears “Wilhelm Thomas.” Neill stated that Thoms was 
on duty in the medical department at Fort Snelling. After his discharge this man 
was for a time in Rochester, Olmsted County. He next removed to Mankato, 


- where he ran a barber shop, and thence again to Scott County, where he operated 
a farm. 


Veader Green Treat, a son of Mr. and Mrs. E. F. Treat, of Oronoco, Olmsted 
County, grew up in Oronoco and received his early education there. After teach- 
ing school for a while, he began the study of medicine at the University of Min- 
nesota, in the autumn of 1891. In the next few years there appeared in the 
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Rochester newspapers occasional items from Oronoco about his resumption, after 
vacation, of his medical studies at the “Northwestern Medical College” (North- 
western Hospital?) at Minneapolis. On the conclusion of his course “at the 
state university” in the spring of 1894 he began the practice of medicine at Rus- 
sell, Lyon County. From 1896 into 1898 he was practicing in Oronoco and in 
this period (in 1897) he was appointed county physician for that district to finish 
the unexpired term of Dr. Hector Galloway. Around the turn of the century 
he was in Titonka, Iowa. Before 1903 he was in Eagle Bend, Todd County, 
Minnesota, and in 1943, it has been said, he long had been a resident of Long 
Prairie, Todd County. 


Laban Tucker (1810?-1870), a native of Vermont, believed to have been a 
graduate of the Vermont Medical College (1827-1856) at Woodstock, Vermont, 
came with his family in 1859 to Rochester, Minnesota, from Port Huron, Michigan. 
He established his home in a brick cottage in East Rochester formerly occupied 
by A. Moe, Esq., and his office in the store of D. Le Sueur; later his office was 
over the pioneer Woodard Drug store and later in the drug store of Anderson 
and Childs. His first professional card stated that the doctor had had long experi- 
ence in the profession and that having become thoroughly acquainted with the dis- 
eases incident to this climate he was prepared to treat them successfully. 

There is record that Dr. Tucker occasionally gave patriotic addresses; that 
he was secretary and treasurer of the Rochester City Republican Club, treasurer 
of the Olmsted County Temperance Society, and secretary of the Olmsted County 
Bible Class. He had been Master of the Masonic Lodge of Port Huron, Michigan, 
and became member and secretary of Rochester Lodge No. 21 (A. F. and A. M.). 

After the death of his wife, Lucy, on October 17, 1863, from typhoid fever, 
Dr. Tucker sold his house and took up his temporary residence in the home of 
Mr. Blakely, editor of the Rochester City Post. On July 24, 1864, at Hartford, 
Vermont, he was married to Lydia M. Howe, daughter of Alpheus Howe, Esq., 
of Hartford, and in March, 1865, he brought his wife to Rochester. For a few 
more years, perhaps, he practiced medicine here before returning to his native state. 

Dr. Tucker died in Hartford on June 10, 1870, from apoplexy, aged “about 
sixty years.” The Rochester City Post commented on the character of this 
respected physician, who was “upright and exemplary in his deportment, affable 
and courteous in his manners, and always active in his promotion of every public 
interest and salutary reform.” 


W. N. Vilas, in Rochester, Minnesota, for about a year in 1880, was, from 
evidence that falls just short of proof, Walter Nathaniel Vilas (1847-1921 ?) 
son of the well-known pioneer physician, Dr. Calvin Dickinson Vilas (1822-1907), 
of Lake City, Wabasha County, Minnesota. Dr. Calvin D. Vilas, native of Wayne 
County, New York, settled in Caledonia, Racine County, Wisconsin, in 1856 and 
practiced medicine there for nine years. In 1865 he came to Lake City and 
there spent the remainder of his life, a sound and ethical physician and an in- 
fluential and public-spirited citizen. In 1884, according to a history of Wabasha 
County published in that year, the three surviving children of the family were: 
Elbert E., of Clark, Dakota; George W., of St. Paul; and Walter N. Vilas, a 
physician then practicing in Racine, Wisconsin. 

Early in 1880 Dr. W. N. Vilas came to Rochester, having purchased the drug 
store of Upman and Bayard in partnership with Mr. J. C. Stout, of Lake City. 





MINNESOTA MEDICINE 











HISTORY OF MEDICINE IN MINNESOTA 


Dr. Vilas was in charge and his initiatory gesture was the free opening to the 
public of a soda fountain, The Temple of Flora. There is a note that on June 
30, 1880, Dr. Vilas with Dr. W. W. Mayo “opened the chest” of a patient at the 
Bradley House and “took from his lung a large quantity of matter.” In November, 
1880, when Dr. Mayo, member of the Board of Health of the City of Rochester, 
reported through the Rochester Post on certain official investigations of adulterated 
sugars, syrups and candies, he said in part, under the heading “Poisonous Sweet- 
ness: Death in the Pot”: “Believing such to be the fact, we determined upon a 
chemical examination of sugars and syrups, obtained from the different grocery 
stores in the city of Rochester. In this examination we were heartily assisted by 
Dr. Vilas, who in fact did most of the work on which this article is based.” 

In December, 1880, Dr. Vilas left Rochester; notice of dissolution of W. N. 
Vilas & Co. appeared in January with the statement that J. C. Stout of Lake City 
would settle all the business affairs. On September 22, 1882, the Record and Union 
of Rochester stated, “Dr. Vilas, formerly of this city, has been elected treasurer 
of El Paso County, New Mexico [sic]. 

The period of practice (1884-....) in Racine, Wisconsin, referred to earlier, 
perhaps was not long. About a later period various issues of the directory of the 
American Medical Association give interesting data. In 1906 there were listed 
Walter N. Vilas, of El Paso, Texas, born in 1847, graduated in 1881 from Rush 
Medical College, and licensed under the “Years of Practice” law (in two subse- 
quent issues the date of graduation was given as 1879 and 1880), and Walter N. 
Vilas, Jr., born in 1877, graduated from Rush in 1899, licensed in Texas in 1902. 
Before 1912 Dr. Vilas, Senior, was in Los Angeles, not in practice; from 1914 
through 1921 his name appeared in the general index of the directory, “Address 
unknown.” Walter Henry Vilas (born 1877, graduated from Rush in 1899) 
died at Taft, California; his death was reported to the American Medical Asso- 
ciation on March 27, 1912. 


William Alonzo Vincent (1846-1943), who read medicine under Dr. E. C. 
Cross, of Rochester, Olmsted County, in the late seventies, was the first assistant 
physician to be appointed to the staff of the Second Minnesota Hospital for 
Insane at Rochester. Dr. J. E. Bowers, the superintendent who opened the hos- 
pital on January 1, 1879, less than two years later called the attention of the 
board of trustees to the need for an assistant physician if the patients were to 
receive proper care and attention. Dr. Vincent began his work officially in 
March, 1881, and served until August, 1883. As will be shown, he also practiced 
medicine privately in the county. 

One of a family of seven children, William A. Vincent was born at Kingston, 
Ulster County, New York, on July 14, 1846, a son of Hiram and Christine Vincent, 
who were, respectively, of English and of Dutch descent. Five years later the 
family moved onto a dairy farm near Utica, New York, where the boy grew up. 
At the age of sixteen years, in July, 1862, he enlisted in Company A, 152nd New 
York Volunteer Regiment of Infantry, and served with the Army of the Potomac ; 
he was a corporal when he was mustered out on July 15, 1865. 


sy then intent on the study of medicine, he went to Fairfield Academy, Fair- 
field, New York, for academic and premedical subjects, and in four years worked 
his way through; his father opposed his studying medicine and refused to help him. 
In 1873 William Vincent came west and for two years and a half was a clerk at 
the Nicollet Hotel in Minneapolis. In 1875 he matriculated at Rush Medical 
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College. The next six years were filled with the study of medicine, interrupted 
by periods of farm work and school teaching to bolster a slender exchequer. In 
that period he first came to Rochester; one of his schools was in Bamber Valley, 
near the city. During this time he read medicine with Dr. Cross and also, in 
1880 or earlier, he found employment at the state hospital. 

In the summer of 1880, immediately after the death of Dr. John N. Farrand, 
of Oronoco, Mr. Vincent, already known locally as Dr. Vincent, hung out his 
shingle at Oronoco as physician, surgeon and accoucheur, to hold the vacant practice 
for Edgar A. Holmes, an Eyota boy, who was then finishing his course at the 
Chicago Medical College. When Dr. Holmes arrived, undergraduate Vincent 
returned to his work at the state hospital; on his graduation from Rush Medical 
College early in 1881 he duly became assistant physician to Dr. Bowers. 

On leaving Rochester in August, 1883, Dr. Vincent started for Omaha to join 
his college friend and roommate, Dr. Carl Shepherd, in practice, but’ stopped to visit 
at Onslow, Iowa, was drawn into practice the day of his arrival, and remained a 
year. On May 6, 1884, he was married in Iowa to Elizabeth Paul. Thereafter 
he practiced medicine four years in Woodbine, Iowa, and then settled in Belle 
Plaine, that state, where he spent the remainder of his life. Mrs. Vincent died 
in Belle Plaine on February 4, 1937. Dr. Vincent, on his ninety-fourth birthday, 
July 14, 1940, paid his last visit to old friends in Oronoco and Rochester, Min- 
nesota. He died on April 20, 1943, survived by a daughter, Vera F. Vincent 
Bohlman, who since 1932 had managed his home, and her children, Vincent Bohl- 
man and Jeanne Bohlman Mansfield, of Minneapolis; by his son Paul R. Vincent 
and a granddaughter Willa Vincent, of Kansas City, Missouri; and by his brother, 
Dr. Harry D. Vincent, retired, of Schenectady, New York. 

Dr. W. A. Vincent left a record of a long, useful and honorable life. 


J. E. Voak, a homeopathic practitioner, in 1898 said to have been resident 
in Rochester, in that year was selling “homeopathic family remedies and books” in 
villages of Olmsted County. 

The official register of Minnesota physicians of 1883-1890 includes the name of 
Dr. J. Emery Voak, of St. Paul, a graduate of the Homeopathic Medical College 
of Pennsylvania in 1866, licensed in Minnesota on December 28, 1883, holder of 
certificate No. 491 (H). The name has not been noted in any issue of the di- 
rectory of the American Medical Association. 


Ernest Z. Wanous (1875-1945) was graduated from the University of Min- 
nesota Medical School in June, 1897, and in the same month was licensed to 
practice in Minnesota. On May 19, 1899, the twenty-fourth appointee to the staff 
of the Rochester State Hospital, in Olmsted County, Dr. Wanous began his duties 
as an assistant physician. When a few weeks later Dr. Abraham Franklin Strickler 
resigned as assistant superintendent of the state hospital, Dr. Wanous was ad- 
vanced to fill the place. Dr. Wanous resigned on February 1, 1902, to enter private 
practice in Minneapolis. 

Ernest Z. Wanous was born in 1875 in rural McLeod County, Minnesota, near 
Glencoe, one of the four children of Frank Wanous, who was born on Novem- 
ber 12, 1840, and Fannie Chastek Wanous, who was born on November 10, 1849. 
Both Frank Wanous and Fannie Chastek were natives of Czechoslovakia, who 
when children immigrated to Wisconsin with their respective parents; a few years 
later the families came to Minnesota. Mr. and Mrs. Frank Wanous were mar- 
ried on August 6, 1869, and settled on a farm. 
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Dr. Wanous was married in June, 1907, to Juliabele Hopkins, of Mendon, 
Michigan. There were no children of the marriage. 

An able and ethical physician and surgeon, a respresentative member of medical 
societies, county, state and national, when Dr. Wanous died in Minneapolis on 
January 5, 1945, at the age of seventy years, he was in his forty-eighth year of 
service in the medical profession of Minnesota. 


Two German Physicians, self-styled, were in Rochester, Minnesota, at widely 
separated times. 


J. Warninger, “a German doctor of considerable note” came from Aberdeen, 
South Dakota, in May, 1891, proposing to settle in Rochester. Further information 
has been lacking. 

H. Weber, German Physician or Hygeistic Physician, was in Rochester in 
the sixties. His signature on an autographed directory of Rochester, in a list of 
subscribers to Power and Thornton’s Civic and Congressional Township Map of 
Minnesota, of 1865, establishes his residence thus early, and newspaper notes 
indicate that he remained here into 1868. In 1874 an H. R. Weber, native of Ger- 
many, then living in Le Roy Township, Mower County, farmer and physician, 
said to have been in Minnesota since 1866, was a subscriber to Andreas’ /Ilustrated 
Historical Atlas of Minnesota, published in 1874. 


Isaac M. Westfall (1819-1888), whose initials have appeared as I. M., J. M., 
L. M., and P. M., a native of Miami County, Ohio, came to Rochester, Minnesota, 
in 1860 as a Universalist minister, the first of that faith in the city, and organized 
a church there of which he was the pastor; in one of his early two day meetings at 
Morton Hall he was assisted by Dr. F. C. Biggs, of Plainview, Wabasha County. 
He preached also at Mantorville, Spring Valley and elsewhere in this region. The 
coming of the Civil War depleted the community and so affected his work of 
organization that in 1863 Mr. Westfall moved away. In the next two years he 
acquired instruction in medicine, where, is unknown, and in 1865 he began the 
practice of homeopathic medicine at Plainview. While the family was in Plain- 
view, a daughter, Alice, was married to Lieutenant William Brown, of Rochester. 
In the summer of 1866 Dr. Westfall returned to Rochester, this time as a physician, 
and established his office on Broadway and his home on Prospect Street. 


Although Dr. Westfall practiced medicine intermittently in Olmsted County for 
some fourteen years, his major interests appear to have been in farming and 
stock raising, preaching and politics, and in the fraternal Independent Order of 
Odd Fellows, of which he was a prominent member in the state. Leonard (His- 
tory of Olmsted County, 1910) stated that the doctor was a fluent speaker, very 
social and popular. 

In 1868 Dr. Westfall announced that he was retiring as a physician, sold his 
practice to Dr. Edmund Beckwith, who had just arrived from Cleveland, Ohio, 
and thereafter for eight years with his son Murray concentrated his energies on 
other pursuits. His Swiss Farm, two miles south of town, afterward for many 
years the county farm, was his chief holding and there he had a fine dairy, 
Devon cattle, Cotswold sheep, White Chester pigs, and poultry, on all of which he 
won prizes at fairs, county and state. In 1874 the Honorable Ignatius Donnelly, 
on tour in southern Minnesota, was a guest in the Westfall home and subse- 
quently in his diaries commented favorably on the farm and its products. Dr. 
Westfall was at one time treasurer of the Olmsted County Horticultural Society, 
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president of the county agricultural society and, in due time, state overseer of the 
Minnesota Grange. 

Politically this practitioner had some little influence. In 1873, a “disaffected 
Republican,” he was elected state senator from the tenth district. In 1873-1874 
he was a member of the board of supervisors of his township. In 1875, having 
returned to the city from the farm, the Honorable I. M. Westfall was “along 
the west end of the Winona and St. Peter Railroad making political speeches.” 
That autumin he was a candidate, unsuccessfully, on the Anti-Monopoly ticket, for 
representative. In 1879 he endorsed the Greenback Party and was exhorting thirty 
local members to run a ticket. 


Although nominally retired from medicine, in October, 1871, when the South- 
ern Minnesota Homeopathic Medical Society was organized at Owatonna Dr. 
Westfall was the first president; he presumably already was a member of the 
Minnesota State Homeopathic Institute. 

Resuming active practice early in 1876, Dr. Westfall opened an-office in Eyota 
and took into partnership Dr. Martin (probably John Lewis Martin, who from 
1877 was in Wasioja, Dodge County). Here in 1878 Dr. Westfall was appointed 
county physician for the townships of Viola, Quincy, Eyota, Dover, Orion and 
Elmira and the village of Eyota, at $100 a year. In that year he again returned 
to Rochester, and there practiced medicine until February, 1880, when he sold 
his considerable real estate holdings and with his wife Amanda and family, in- 
cluding his son Murray and his household, removed to Dakota Territory, to farm 
near Watertown, to enter politics (candidate in 1880 for representative in the ter- 
ritorial legislature, on the Republican ticket), and to practice medicine. He be- 
came a member of the Dakota Homeopathic Medical Association. On July 7, 
1887, he was examined at Miller by the Dakota State Board of Medical Examiners, 
who on July 16, 1887, issued his license. 

Amanda Westfall died in Watertown on January 12, 1888, after a long illness. 
Isaac M. Westfall remarried in November, 1888; he died from cardiac disease on 
December 29, that year, aged seventy years. Murray Westfall lived until 1917. 


Mention has been noted of Dr. Westfall’s brother, A. O. Westfall, who in 
early decades conducted a private school in Rochester; he died in Carthage, Mis- 
souri, in 1874. A niece, Allie Westfall, studied medicine with her uncle in 
Rochester before going to the Hahnemann Medical College and Hospital in 
Chicago; she died in Chicago on May 6, 1888. At the time of her death, it has 
been said, she was an assistant physician on the staff of the college. 


John N. Wheat (1818-1903), with the exception of one year in Rochester, 
Olmsted County, was from 1856 until his death a prominent citizen and a respected 
homeopathic physician of Austin, Mower County, Minnesota. A native of “Old” 
Hadley, Massachusetts, he was educated in the public schools of Cleveland, Ohio, 
and at the Homeopathic Medical College of Cleveland, from which he was 
graduated in 1852. After an initial practice of medicine in Oberlin, Ohio, he came 
to Minnesota. Official histories of Mower County, of 1884 and 1911, contain ex- 
cellent detailed biographical sketches of Dr. Wheat. 


In April, 1882, Dr. and Mrs. Wheat came from Austin to Rochester, which 
was the home of their only surviving child, Carrie (Mrs. E. G.) Bascomb. (E. G. 
Bascomb, member of a pioneer family of Oronoco, was a brother of Dr, Marshall 
T. Bascomb, whose sketch appears in the present series.) Dr. Wheat practiced 
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medicine in Rochester until March, 1883, when he and Mrs. Wheat returned to 
their familiar associations in Austin. 

The writer has noted an erroneous statement that Dr. J. N. Wheat “during 
the eighties spent a few years in Fillmore County, where he was elected state 
senator.” In correction: Dr. James Madison Wheat (1825-1910), a distinguished 
pioneer physician of Fillmore County, lived in the village of Lenora from 1856 
into 1887, when he removed to Redlands, California. Dr. James M. Wheat in 
1875-1877 was state representative and in 1878-1879 and in 1881-1886 was state 


senator from his district. 


Mrs. Mary (Jackson) Whitney, “M. D.,” came from Lake City, Wabasha 
County, to Rochester, Olmsted County, in late 1879 or early 1880, and during her 
two years in Rochester had her office in different locations on Broadway. In June, 
1881, her brother, the Hon. John S. Jackson, of Redwood County, visited her; 
Mr. Jackson had been attending the grand lodge of the Independent Order of 
Odd Fellows and had been elected grand master. 

One of Dr. Whitney’s first notices to the public in Rochester was as follows: 

LADIES, if you intend to secure the services of Dr. Whitney during your confinement, 
engage her at your earliest convenience. Twenty years experience as midwife causes her 
to prefer visiting her patients before the event as well as after, in order to render the oc- 
casion comfortable and safe. Her subsequent visits are to insure as far as possible perfect 
health combined with an elegant figure. No extra charge for advice. Office and residence, 
Broadway, 3 doors south of Nelson’s Mammoth Dry Goods Store, Rochester, Minnesota. 
(Rochester Post, March 19, 1880) 


Subsequently there were few issues of the local newspapers that did not con- 
tain some reminder of her: “Dr. Mary Whitney’s compliments to the Board of 
Health of this city and would call their attention to the condition of the alley in 
the rear of College and Third.” “Dr. Mary Whitney prefers not to do office 
work on Sunday.” Although her announced specialty was obstetrics and the 
diseases of women and children, she cured catarrh (she stated) and treated for 
rheumatism and neuralgia with electricity and was agent for Harts’ Magnetozone, 
the Marvelous Comb: “Every tooth a perfect magnet, will last a lifetime. 
Prevents hair falling off and turning gray; cures headache. Removes dandruff 
and never breaks the hair.” 

In September, 1881, Dr. Ida Clarke (1853-19217), from New Lisbon, Ohio, 
graduate of the Woman’s Medical College of Pennsylvania, joined Dr. Whitney in 
partnership. Dr. Whitney removed to Minneapolis, it is believed, early in 1882; 
her name has not been noted in any issue of the official register of physicians in 
Minnesota. 





(To be concluded in the September issue) 
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President’s Letter 


PUBLIC RELATIONS 


gnney the years 1949-50, the medical profession embarked on a new adven- 
ture: taking its case to the people through the medium of newspapers and ra- 
dio. These newspapers gave very complete coverage to this campaign of education. 
The non-metropolitan papers that reach more than fifty per cent of the nation’s 
readers were especially co- operative. The purpose of this campaign was to more 
fully inform the people of the aims and ideals of the profession and to acquaint 
our citizens of its wish to advance the efficiency of medical care. The result of 
this educational campaign was very gratifying. 

A very good public relations meeting was that of the Silane State Medical 
Association held early in March this year, when it held it first rural health dinner 
as part of the annual County Officers Meeting. The question of need for more 
rural physicians was discussed as were plans for getting young doctors out into 
the country where the need is really evident. Several members of the state Leg- 
islature and their wives were present. This dinner was the forerunner of an 
annual state-wide rural health conference. The social-economic phases of medi- 
cine were stressed, and various plans on improvement were discussed. 

With the new attitude of the profession in regard to press-radio relations, a 
code should be drafted defining the responsibilities of the press and radio, the 
médical society, and the hospitals in transmitting and publishing news. This 
should include plans for medical-press contacts, and also detailed procedure for 
reporting emergency cases. 

MINNEsoTA MEDICINE has encouraged press-radio-medical conferences. These 
have been held at the state level and by many constituent county societies. A 
recent dinner meeting held by the ‘Red River Valley Medical Society at Thief 
River Falls was well attended by representatives of the press throughout this 
district and by local physicians. Discussion included the reasons and objectives 
of the meeting, need of educating the public in the problems of the profession 
and of its effort to give more and better care to the people, after which excellent 
talks were given by members of the press, and very apt questions were brought 
up by them. Several of these editors and other press representatives expressed 
the opinion that the meeting was a very good one and many of them suggested 
similar meetings in the future. 

Let physicians remember that their public relations start at the registration 
desk the first time the patient enters the doctor’s office. If patients are met 
with indifference by the receptionist they are not too happy in this first contact 
with the doctor. If their physician is indifferent, unsympathetic or aloof, further 
harm is done. If they receive scant attention, they will leave the office in a 
state of mind antagonistic to this doctor or to all doctors. Thus bad relations 
between doctor and patient may be added to, which may become a factor in 
bad public relations between the profession and the people. 

More thought should be given to continuing the improved public relations 
enjoyed by the profession now, which is the fruit of the great educational 
campaign of last year. Let us continue this effort now and not suffer a let- 
down. This year is the accepted time; let us not wait a year. 


President, Minnesota State Medical Association 
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PREMEDICAL EDUCATION 


HE CARLETON COLLEGE Alumni Con- 

ference on Medicine, held at Northfield, 
Minnesota, on June 10, served to crystallize the 
present-day thinking on the subject of premedical 
education. 

The recognition of a physician’s need for more 
than a strictly education has_ been 
evinced in recent years by the requirement of two 
to four years of college education before the 
assumption of a medical course. We are of the 
opinion that the majority of medical students to- 
day have had four years rather than less of 
college before matriculation in medical school. 
Other factors being equal, a young man with 
several years of undergraduate college work has 
a much more mature outlook on life than the high 
school graduate. 


scientific 


How much of the premedical student’s time 
should be devoted to strictly scientific studies as 
contrasted with those of a more academic or 
cultural nature is perhaps subject to a difference 
of opinion. As brought out at the recent con- 
ference at Carleton College by Professor Thurlo 
B. Thomas, Chairman of the Department of 
Zoology at the college, premedical studentS are 
advised to take the chemistry-zoology major which 
has been provided the past four years and which 
supplies sufficient basic sciences for the require- 
ments of a medical school but not as much as 
would be needed for a chemistry or zoology 
major. An entering premedical student, too, who 
can pass certain examinations in English, a 
foreign language or one of the natural sciences 
is exempted from what would constitute a need- 
less repetition of these studies and is encouraged 
to spend his time in the development of his special 
interests and the mastery of at least one major 
field. It is also believed at Carleton that the 
recent institution of the comprehensive examina- 
tion towards the end of the senior year in the 
major subject has served as a real stimulus for 
acquiring a fund of knowledge of a subject in 
contrast to simply an accumulation of credits for 
courses passed, 
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Carleton alumni present at the conference 
included medical administrators, surgeons, those 
interested in research, general practitioners, 
specialists, medical students and _ prospective 
medical students. Discussions showed that mem- 
bers of the medical profession, as a rule, have 
a wider interest than their own special fields. 

The importance of early and wise counselling of 
premedical students by trained advisors was em- 
phasized. A student’s qualifications and motives 
should be frankly appraised. A parental wish, an 
ill-founded romantic notion or a desire to acquire 
wealth or an easy living is too often the prompting 
motive for choosing medicine as a career. It 
must be admitted, however, that even for the 
experienced it is difficult to select those who are 
specially fitted to become physicians, just as it is 
quite impossible to predict who will make a 
success of practice. Incidentally, if state medicine 
should ever come, the prospect of a soft job and 
an easy living is only too likely to become the 
common incentive to the selection of medicine as a 
career. 


The physician has always had the need for a 
broad outlook on life which comes from education 
and experience. In the more complex present-day 
living, his need is even greater—not only for the 
counselling of patients but in the many fields in 
which he is called upon to take a part. 

We once knew a rather well-known violinist 
whose face was a blank at the mention of George 
Washington. He was an immigrant, ’tis true. 
But this might serve as an example of over- 
specialization. It is not too much to say that the 
physician today who knows medicine alone can be 
accused of over-specialization. 


OLEOMARGARINE DISCRIMINATED 

AGAINST 

 aarvage aipemcouginns has been widely used 
for the past seventy-five years. Refine- 

ments in its manufacture which include the addi- 

tion of Vitamin A (15,000 U.S.P. units per 

pound) to 99 per cent of the sold product, have 


787 





made it more and more popular as a fat-containing 
food. Most of it is made of vegetable fats derived 
from soy beans, cotton seed, peanuts and corn, 
while some contains oil from refined meat fats. 
Its composition of 80 per cent fat, 3 per cent 
salt and 15.5 per cent moisture, is the same as 
butter. 

The Council on Foods and Nutrition of the 
AMA says that when oleomargarine is fortified 
with Vitamin A it can be substituted for butter 
as a food. The National Research Council’s Com- 
mittee on Foods and Nutrition states there is no 
nutritional difference between oleomargarine and 
butter. The palatability of present-day oleomar- 
garine and the recognition of its value as a food 
has led to its increased consumption. More than 
half of the homes in the country use oleomar- 
garine, and sales mounted from 368,000,000 
pounds in 1941 to 860,000,000 pounds in 1949. 
As a result, the manufacture of oleomargarine 
provides the largest customer for cottonseed oil 
and second largest for soybean oil. 

Oleomargarine being so similar to butter in 
flavor and appearance when it too is colored, sub- 
stitution is possible, and for this reason certain 
laws and regulations have been passed. In some 
states, Minnesota and Wisconsin included, yellow 
oleomargarine cannot be manufactured or sold. 
In California and Nebraska, it cannot be served 
in public eating places. While oleomargarine can 
be produced and sold at a considerably lower 
price than butter, license fees for manufacturers 
as high as $100 in California and Nebraska and 
$1,000 in Wisconsin, and for wholesalers as high 
as $50 in California and $500 in Wisconsin, raise 
the cost of oleomargarine. One of the most 
absurd laws passed by Minnesota, Wisconsin, and 
a half dozen other states is one prohibiting the 
use of oleomargarine in state-supported institu- 
tions. In some states there is an excise tax 
amounting to from 5 to 20 cents a pound on 
oleomargarine which the citizen interested in 
economizing pays the state when he buys oleo- 
margarine instead of butter. 

Because it would be so easy to deceive a cus- 
tomer, certain Federal requirements for eating 
places serving oleomargarine have been adopted. 
A sign “Oleomargarine Served Here” or infor- 
mation on the menu to that effect is required and 
the oleomargarine must be cut in triangular shape 
or served on a dish or paper with “oleomargarine” 
stated thereon. If these regulations are hon- 
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estly observed, no one is going to be fed oleo- 
margarine unknowingly, and such regulations are 
probably reasonable enough. 

When, however, certain groups of a state's 
citizenry like the dairy interests can cause special 
state taxes to be placed on a commodity which 
competes with their product, the procedure can- 
not be too heartily condemned. Such a pro- 
cedure is an example of a minority influencing 
legislation to discriminate against the farmers who 
raise the crops used for the manufacture of oleo- 
margarine and in favor of the dairy farmer. 
We have too much of this use of government for 
special interests. Public opinion sufficiently 
aroused will correct this interference with free 
competition in a supposedly free country. 


VETERANS HOSPITALS AGAIN 


T IS STRANGE that, with every citizen of 

the country conscious of the vital necessity for 
governmental economy if we are to have sufficient 
funds available for national defense and not go 
through national bankruptcy, there is so little 
evidence of any serious effort on the part of 
Congress to economize in non-defense activities. 

The approval of the House of H.R. 313, a 
bill providing for the construction of twenty-four 
new Veterans Administration hospitals with a 
bed capacity of 16,000 at a cost of $335,000,000 
is the occasion for again commenting on the sub- 
ject. 

The subject of the need for hospital beds for 
veterans has been given thorough study in the 
past few years by: (1) the Hoover Commission ; 
(2) the Committee on Public Health Relations 
of the New York Acadamy of Medicine, and more 
recently, by (3) the National Doctors Committee 
for Improved Federal Medical Servicet which is 
an affiliate of the Citizens Committee for the 
Hoover Report. All three reports agree that 
there is no need for any such expansion of 
Veterans facilities. 

It is true that the first two reports mentioned 
were pre-Korea. The last-mentioned committee, 
the National Doctors Committee for Improved 
Federal Medical Service, however, has just voiced 
its opposition to H.R. 313, which has been 
approved by the House and is now in Senate 
committee, in letters to Vice President Barkley 
and Speaker-of-the-House Rayburn. This com- 





+ Minnesota Med., 34:5-74 (June) 1951. 


MINNESOTA MEDICINE 












mi 
chi 
of 

sp 
wk 
bu 
tio 
int 
are 


an 
ou 
th 


Vi 
Pr 
th 
he 
be 
he 
pr 


ST 


so 
tic 
tic 
ot 















mittee, of which Dr. Robert Collier Page is 
chairman and which has an advisory committee 
of medical experts, should know whereof it 
speaks. When Dr. Page states that the plan under 
which the twenty-four new hospitals would be 
built is out of date, that the Veterans Administra- 
tion has objected to the program, that an 
indefinite number of unused government beds 
are available today that the proposed 
appropriation of $335,000,000 is “unwarranted 
and wasteful” and the action is being taken “with- 
out facts and a clear plan based on those facts,” 
the Senate should listen. 


and 


In an editorial entitled ‘Hospital Care of 
Veterans,’* mention was made that it was to 
President Truman’s credit that he had cancelled 
the construction of twenty-four new Veterans’ 
hospitals with a bed capacity of 16,000 which had 
been approved by Congress in 1949. It is to be 
hoped that the President will again exert his 
prerogative, if the Senate fails to see the light. 


STATEMENT FROM THE NATIONAL DOCTORS 
COMMITTEE FOR IMPROVED FEDERAL 
MEDICAL SERVICES 


By Ropert Cottier PAGE, M.D., Chairman 


HE DOCTORS of this country are faced with a 

responsibility to make their voices heard in the forth- 
coming discussion that will result from Congressional 
consideration of the bills affecting Federal medical serv- 
ices. 

These bills (S. 1140 and H.R. 3305 and 3688), if en- 
acted, would create a new Department of Health, with 
Cabinet status which would unify and bring under one 
central ‘control the thirty-odd medical systems of the 
Government. 


There is no doubt that this unification is needed or that 
some plan will probably be adopted to correct the situa- 
tion; perhaps that legislation, which follows recommenda- 
tions of the bipartisan Hoover Commission, or some 
other method yet to be advanced. 

The point is that this question of national importance 
should be of greater interest and concern to the doctors 
than to any other group. It is therefore desirable, in fact 
essential, that the thinking of the medical profession be 
explored and the opinions of its members be brought to 
the attention of Congress before that body acts upon any 
legislation. 

One thing is sure. Unless the doctors make their posi- 
tion clear, some legislation might be engineered by lay 
groups, which, not having the doctors’ point of view, 
might do them a disservice. 

For these reasons the National Doctors Committee for 
Improved Federal Medical Services has been created. 





* Minnesota Med., 32:1126 (Nov.) 1949. 
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It is a fast-growing, nation-wide politically nonpartisan 
body of medical men with the welfare of their country 
and their profession at heart. It is not a pressure 
group and not a lobby. 


The policies of this committee are being formulated by 
an advisory committee of doctors representing all 
branches of medicine and many parts of the country. 
The committee includes: Charles Fletcher McCuskey, 
M.D., Los Angeles, California; Donald M. Pillsbury, 
M.D., Philadelphia, Pennsylvania; Samuel Arthur Gar- 
lan, M.D., New York, New York; Rufus B. Robins, 
M.D., Camden, Arkansas; Maxwell Myer Wintrobe, 
M.D., Salt Lake City, Utah; George Edward Burch, 
M.D., New Orleans, Louisiana; Richard Hale Young, 
M.D., Chicago, Illinois; Howard Clifton Naffziger, M.D., 
San Francisco, California; Charles Denton Kerr, M.D., 
Houston, Texas; Donald Marshall, M.D., Kalamazoo, 
Michigan; Lewis M. Overton, M.D., Albuquerque, New 
Mexico; Clair Michael Kos, M.D., Iowa City, Iowa; 
Thomas Byrd Magath, M.D., Rochester, Minnesota; Lee 
Palmer, M.D., Louisville, Kentucky; George D. Wilson, 
M.D., Asheville, North Carolina; James Barrett Brown, 
M.D., St. Louis, Missouri; Brig. Gen. James Stevens 
Simmons, M.C., Boston, Massachusetts; Herbert Spencer 
Ripley, M.D., Seattle, Washington; Arthur Bradley 
Soule, Jr., M.D., Burlington, Vermont; Richard Kennedy 
Gilchrist, M.D., Chicago, Illinois; Henry Swan, M.D., 
Denver, Colorado; Charles Riesor, M.D., Atlanta, 
Georgia. 

It may be that doctors generally are not aware of the 
situation that exists in the vast conglomeration of the 
Federal Medical Services. They may not realize the 
unnecessary waste of scarce medical manpower that 
results from the duplication of skills by five major and 
30 smaller medical systems controlled by the Government. 


The Army, Navy, Air Corps, Veterans Administration 
and the Public Health Service are conducting independent 
and competing hospital systems which are not co- 
ordinated. They compete for appropriations from Con- 
gress, for medical specialists, for nurses and for supplies. 
This results in vast waste of men and material and. the 
system is costing the taxpayers $2 billions a year. 

There is no central authority or superviston over these 
separate systems and there is no plan for the transport of 
medical personnel or equipment in the event of a great 
emergency such as an air attack. There is no law making 
such co-ordination possible. 

Some of these units, notably the Veterans Administra- 
tion, build hospitals in areas where it is impossible to 
staff them and sometimes spot a new hospital in an area 
where an institution of one of the other units is being 
shut down. 

The whole country has been made conscious of the 
danger of possible atomic attack. We have organized 
defense systems, established air raid warning signals and 
bomb shelters. But what is going to happen to the popu- 
lations of bombed areas? An air attack would probably 
destroy the local hospitals and, if they were spared, would 
conceivably result in casualties far outnumbering the 
available beds and overwhelming the local physicians. 


(Continued on Page 792) 
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MEDICAL-PRESS MEETINGS 
ENJOY CONTINUED SUCCESS 


Taking the cue from the 1949 state-wide medi- 
cal-press conference, first of its kind in the na- 
tion, local medical societies have been hosts to 
editors and legislators in meetings which have 
proved that. medicine and the press have much 
to discuss on a common ground. Continuation 
and expansion of this progress is seen in many 
newly scheduled meetings. 

These meetings, taking place in widely scattered 
areas of the state, have been an excellent experi- 
ment in good public relations, and have shown 
that, generally speaking, aims and ideas of the 
two professions are basically similar. 

Most meetings have been conducted on the dis- 
cussion and question-and-answer basis, with fun- 
damental problems outlined by leaders in both 
medical and newspaper fields. Of prime concern 
at many of the conferences has been compulsory 
health insurance, the problems involved in medical 
news coverage and pertinent medical-economic 
matters. 

Comments have been genuinely. favorable, and 
a general feeling has grown that meetings of this 
type are of extreme value in creating a much 
closer working relationship between the press and 
the medical profession on a local level—that level 
on which, after all, the most effective and real 
relationship can exist. 


PRESIDENT REVIVES 
HEALTH INSURANCE ISSUE 


As if President Truman didn’t have enough 
controversial matters to plague him, he has re- 
vived the national compulsory health insurance 
issue again. However, it is interesting to note 
that he has taken such a lukewarm attitude to- 
ward his favorite legislative child—it is the 
equivalent of admitting defeat and asking for 
clemency at the same time. It seems strange that 
such people as Truman and Federal Security 
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Administrator Oscar Ewing, being in such “high” 
places and supposedly in a position to receive all 
kinds of valuable information, have not yet been 
instructed that the American people obviously will 
not be compelled to buy health insurance which 
is controlled by a government bureau. 


Paper Condemns Negative Stand 
Expressing the view that Truman is feeling 
the need for compromise in his invitation to critics 
to come up “with a better proposal—or even one 
that is almost as good,” the Washington Post, in 
a recent editorial, states it this way : 


“In our view, the President minimized the gains that 
have been made on a voluntary basis. When the first 
compulsory health insurance bill was introduced in Con- 
gress in 1939, fewer than 3 million persons were en- 
rolled in the Blue Cross hospital service plan. Today 
that enrollment is in excess of 40 million . . . it is now 
supplemented by the Blue Shield plan, sponsored by the 
medical profession for the prepayment of medical and 
surgical care, which is also growing rapidly. ... 


“The President says that 75 million Americans have 
no health insurance at all. Why the negative approach? 
If this means that the other 75 million do have some 
protection against the mounting costs of illness, the 
gain is enormous . . . we suspect that any compromise 
likely to be considered will have to be built on the foun- 
dations already laid.” 


AMA EDUCATION CAMPAIGN 
TERMED HUGE SUCCESS 


Stepping back to admire their work—and justi- 
fiably so—the American Medical Association’s 
National Education Campaign directors, Whitaker 
and Baxter, presented a case history of that cam- 
paign. The keynote was struck by Miss Baxter, 
reporting recently at the Second Annual South- 
ern Public Relations Conference in New Orleans. 
She said, “Since we have been asked to outline 
the case history of American medicine’s fight for 
survival as a profession, we shall begin with the 
patient’s first disturbing symptoms and discuss 
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the diagnosis, the therapy, the rather dramatic 
complications, and end with a prognosis. There 
is one interesting circumstance which makes the 
doctor’s case unique, perhaps, and of more than 
casual interest to public relations people. In the 
dual capacity of both patient and physician, the 
doctors diagnosed their own illness as one which 
would respond to appropriate public relations 
treatment. And under that therapy, self-adminis- 
tered, they are today long past the crisis and well 
on the road to recovery from the Socialization 
malady.” 


Miss Baxter then outlined the familiar story of 
how compulsory health insurance was first intro- 
duced and how American medicine rose to the oc- 
casion by first stopping the immediate legislation 
and then beginning the long-range and construc- 
tive job of establishing firm proof with the major- 
ity of the people that the American medical sys- 
tem not only is the finest in the world’s history, 
but that it can meet the medical needs of the 
people by voluntary means and without Govern- 
ment control. By giving the people “facts versus 
hokum” and using the grass roots method, the 
campaign became a definite success, she empha- 
sized. 


Medicine Knows Its Goal 


Proving that sincere words are potent tools and 
that their proper use is highly effective, the con- 
clusion was: 


“We have seen many evidences in this broad national 
campaign that our profession knows where it is going, 
and that in the journey it will make a solid contribution 
to our country’s welfare. 

“Most of our clan, .. . are not by any means following 

. the Scot who annoyed his seat companion by jump- 
ing off every time the train halted . . . the second man 
asked, ‘Why do you keep getting off? Why don’t you 
stay aboard until you get where you’re going?’ 

“Well,” the Scot said, ‘I don’t know exactly where 
I’m going. My doctor told me this morning that I have 
a bad heart, so I’m just buying my ticket from station 
to station.’ 

“The thoughtful people in our profession aren’t buying 
their ticket from station to station. They have a clear 
perception of their objectives. They know that the wel- 
fare of responsible business and the welfare of this 
country are inseparable. And as public opinion catalysts 
they are determined to measure up to their huge obli- 
gation to both. 

“We believe the doctors of the nation have contributed 
immeasurably to that same philosophy of individual 
responsibility for the future of the system we all call 
‘American.’ ” 
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LABOR LEADER HITS 
GOVERNMENT MEDICINE 


Another voice was added recently to the grow- 
ing millions who are speaking out against medical 
care for all on a government-controlled basis. It 
was the voice of Dave Beck, executive vice- 
president of the International Brotherhood of 
Teamsters, American Federation of Labor. Mr. 
Beck spoke during the American Medical Asso- 
ciation annual meeting in Atlantic City, June 11- 
15, making it clear that the real crux of the health 
problem today is “how can we bring adequate 
medical care within the economic grasp of our 
citizens ?”’, but that “the road to final solution is 
not through socializing the medical profession.” 


Principles Not Irreconcilable 


Mr. Beck told doctors that he believed the rea- 
son that the problem of bringing medical care to 
all citizens is so pressing is—it involves two 
principles which some people think are not recon- 
cilable : 


‘ 


‘.. first, free enterprise, the right of the doctor to 
practice his profession as a free man in a free society, 
and—second, the right of the people of the Nation to 
have available to them and within their economic reach, 
all of the medical care and attention which are necessary 
to keep them in the highest state of health known to 
medical science.” 


Denying that this conflict is insoluble, Mr. Beck 
concluded, “I believe in the maximum of liberty 
for all Americans, and in their right to rise to 
high levels of accomplishment, through their own 
skill, initiative and intelligence . . . let us never 
make the mistake of socializing the medical pro- 
fession. We have been born as a great people 
and we will continue to thrive as a great people 
only under a system of free enterprise—free for 
the businessman, free for labor, free for the doc- 
tors and free for all of our people.” 


EDITOR APPLAUDS 
MEDICINE’S STAND 


Taking the view that the National Education 
Campaign of the American doctors is an excel- 
lent beginning, and that others should take up 
the crusade and join medicine in continued vig- 
ilance, Edwin P. Abels, publisher of the Lawrence 
(Kansas) Outlook and past president of the 


National Editorial Association, used glowing 


words of praise in describing that campaign. 
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Stating that the freedom of this nation is being 
poisoned, Mr. Abel said, “What a thrill it was 
when you men walked in, unannounced, and told 
the world to count you on the side of freedom, lib- 
erty, private initiative and all of the privileges 
and opportunities that have contributed to the 
greatness of this nation. Yet it was the natural 
thing for you to do. History tells us that yours 
is a profession built by men of courage, vision 
and great intellect. 

Mr. Abel spoke before the Conference of Pres- 
idents and other Officers of the state medical 
associations in Atlantic City during the Ameri- 
can Medical Association annual meeting. He 
pledged aid from American newspapers : 


“Gentlemen, we recognize in you the courage that is 
necessary to assist in regaining and preserving our free- 
doms. You have made a start. Let’s not just sit there. 
... You are teamed with the power of the published 
word and paired with men who are alert to the grow- 
ing threat. . . . Each of us has been busy learning our 
business, and life is so short, that we must act now 
if we are to be effective. 

“What America needs today, what your profession 
and my business need, more than any other one thing 
that I can call to mind, is men of courage to speak out 
fearlessly and courageously for what they know to be 
right. You did it in your advertising campaign and you 
inspired thousands of others to follow your example. 
By that campaign you won new prestige. Brave men 
must hold high the torch of liberty.” 


It is fortunate for American medicine to have 
such alert allies as the hometown newspapers of 
the nation, reaching, as they do, more than 52 
per cent of the people. Only such combined ef- 
forts can effectively battle the broader aspects of 
the socialization forces. Each facet of the nation 
can muster strength to combat threats to its own, 
but each must be partially dependent on the other 
for protection and final defeat of these common 
unrelenting foes. 





The decline in the tuberculosis mortality rate is in- 
deed encouraging, but through the extension and im- 
provement of our case-finding procedures, we actually 
know of more cases today than in the past. Furthermore, 
there is good reason to believe that the morbidity rate 
for tuberculosis (that is, the number of cases of tuber- 
culosis developing each year per one hundred thousand 
population) is not declining at the same rate the mortal- 
ity rate has declined. Those who are living and ill with 
tuberculosis form the public health problem; not those 
who are gone and beyond our help—JAMes E. Perkins, 
M.D., Journal Lancet, April, 1951. 
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MANAGEMENT OF INTERMITTENT 
EXOTROPIA 


(Continued from Page 776) 


and if such is the case the physician may be 
able to show them figures to prove that the meas- 
urable exophoria is getting greater. In the past, 
many of these patients went untreated until they 
reached their teens, when the cosmetic deformity 
became apparent to them. By then the alternate 
suppression was much more deep seated. The 
deviation was greater and the condition was defi- 
nitely less easily corrected. Certainly, an effort 
should be made to treat these patients earlier by 
proper surgical means. The desire to get the 
binocular mechanism in proper adjustment in 
these cases is just as important as in the cross- 
eyed child. 
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IMPROVED FEDERAL MEDICAL SERVICE 
(Continued from Page 789) 


There is the Red Cross, but as a voluntary organization 
it might lack the authority needed in such an emergency. 
Fine as it is, it might not, alone, be able to cope quickly 
with a catastrophe of the magnitude, from experiences in 
Japan, such a bombing would assume. It might require 
the full weight and authority of Government hospital 
services. 


While there are various opinions about whether or not 
we have an actual shortage of doctors, there is no doubt 
that their distribution, especially into the armed services, 
is having an effect in many sections. 


These are matters which the committee believes doctors 
should take to heart, to ponder and to be able to voice 
their opinions when they come before the Congress for 
solution. 
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Symposium 


End Results and Complications in the Surgical 
Treatment of Peptic Ulcer 


INTRODUCTION 


HARVEY NELSON, M.D. 
Minneapolis, Minnesota 


Seventy years ago Billroth reported the first partial 
gastrectomy in Vienna—anastomosis between the re- 
sected stomach and the duodenum, and this, so to speak, 
was the first Billroth I operation. In that same year the 
first gastroenterostomy was done by Wolfler, one of Bill- 
roth’s assistants. Sixty-five years ago Billroth did the 
first anastomosis between the resected stomach and the 
jejenum, closing the duodenum, and this was the 
antecedent of the so-called Billroth II operation. Since 
that time many modifications of these operations have 
been described, and the pendulum has swung this way and 
that. Not long ago Dragsted developed the technique of 
a transthoracic vagotomy, and numerous articles de- 
scribing this and intra-abdominal vagotomies were re- 
ceived with varying degrees of enthusiasm. And so 
even now the controversy continues as to what is the 
best surgical procedure and what are the indications for 
any one type of procedure. We have all had our happy 
and our discouraging results. 

The presentation of this not 
the idea of reviewing or describing the various surgical 
procedures as such but rather with the thought of 
crystalizing our present impressions as to what are the 


discussion is with 


modern trends in surgical management and what 
prognoses we can anticipate. To my knowledge “End 
Results and Complications from Surgical Treatment of 
Peptic Ulcer” has not been considered as a subject here- 
tofore by this society. It is hoped that such an evalua- 
tion will help us in our constructive criticism of future 
treatment of ulcer patients. Until medical management 
can develop a prophylaxis or cure-all for peptic ulcer, 
surgical treatment of some cases is going to be neces- 
sary. 

We are going to try a little different method 
of handling this subject than has been our usual custom 
in presenting our program. Essentially this entire eve- 
ning is to be a round-table type of program with Dr. 
Maxeiner and Dr. Nordland as our surgical discussants 
and Dr. John Boehrer as our medical corroborator. Each 
of these men will present his part of the program in a 
fifteen-minute discussion, and then this will be followed, 
I hope, by a considerable question-and-discussion period 
that all of you will freely take part in. I wish to take 
this opportunity of thanking Dr. John Boehrer, our 
guest, to whom questions as to medical treatment will be 
directed in the general discussion period. 


END RESULTS AND COMPLICATIONS OF THE SURGICAL MANAGEMENT 
OF PEPTIC ULCER 


STANLEY R. MAXEINER, M.D., F.A.C.S. 
Minneapolis, Minnesota 


To evaluate the relative merits of any therapy it must 
be used many times and its immediate and late results 
determined. We, as a profession, frequently proclaim the 
merits of Some drug or surgical procedure, only to dis- 
card it at a later date. 

\t present, research has taught us that the predominant 
cause of peptic ulcer is hydrochloric acid. As a result, 
therapy is directed primarily at its control or elimination. 


From Department of Surgery, University of Minne- 


sota, 
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The writer can well recall the popularity of pyloroplasty, 
gastroenterostomy and minimal sleeve resections which 
so frequently produced outstanding temporary improve- 
ment but changed the physiology only slightly and did 
not eliminate the cause of the original ulcer. He can 
recall the early claims of Berg and Strauss that gastro- 
enterostomy for duodenal ulcer was followed by mar- 
ginal or jejunal ulcer in 20 to 30 per cent of cases, and 
they advocated the more radical gastric resection. At 
approximately the same time Balfour reported the oc- 
currence of marginal ulcer in only 2 per cent of their 
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cases. Gastroenterostomy failed either because it did not 
cure the original duodenal ulcer or was followed by too 
many marginal ulcers. The worst complication, gastro- 
jejuno-colic fistula, is reported to occur in 11 to 17 per 
cent of anastomotic ulcers. Certainly, there is still a 
difference of opinion, and undoubtedly any surgeon is 
governed in his choice of procedure by his personal suc- 
cess and end results. In 1940 Walters reported that 
their treatment for duodenal ulcer consisted of gastro- 
enterostomy in 55 per cent and gastrectomy in but 40 
per cent of operated cases. However, in 1942, these 
figures were virtually reversed, at which time they per- 
formed gastroenterostomy in only 41 per cent and gas- 
trectomy in 57 per cent of their operations for duodenal 
ulcer. Gray recently stated that in the last several years 
the ratio was approximately three to one. Pyloroplasty, 
he states, is reserved for the very young patients with 
minimal lesions, resection for patients in the late thirties 
and under fifty-five with high hydrochloric acid, and 
gastroenterostomy for those over fifty-five who have.a 
long-standing ulcer with relatively low hydrochloric acid 
and with symptoms due primarily to cicatricial pyloric 
obstruction. 

The choice of surgical treatment in this locality is 
greatly influenced by the teaching of Wangensteen, sub- 
stantiated by extensive research and experience and long- 
time follow-up end results at the University of Minne- 
sota. Wangensteen postulates: (1) an adequate gastric 
resection, that is, removal of at least 75 per cent of the 
stomach, which includes nearly all of the lesser curva- 
ture; and (2) an anastomosis to the jejunum with no 
loop or a very short loop which implies a_ retrocolic 
placement, Experiments have shown that the jejunum is 
less tolerant to the contact of gastric content the greater 
the distance along its course. Therefore, the shorter the 
loop, the less likely is jejunal ulcer to follow. Contrary 
to the conservative type of surgery, radical resection of 
the acid-secreting portion of the stomach removes en- 
tirely or reduces the quantity of hydrochloric acid, the 
prime factor in ulcer prevention. 

From an article entitled “Physiologic Rationale for the 
Surgical Treatment of Peptic Ulcer,” by Stein, Gross- 
man, Meyer and Ivy® in Surgery Gynecology and Ob- 
stetrics for January, 1951, I wish to quote: 

“The performance of an adequate gastric resection 
entails the removal of the majority of the fundus and 
the entire antrum of the stomach. The secretory capacity 
of the stomach is reduced not only by the removal of 
acid secreting fundic cells, but in addition, antral re- 
moval decreases the stimulation of the parietal cells in 
the remaining. gastric pouch. By these two mechanisms 
the secretory activity of the stomach is markedly re- 
duced. Following gastric resection therefore, the secre- 
tion that takes place is relatively small, whether during 
the interdigestive period, or during any of the phases of 
the digestive period. Work in this field has recently been 
summarized by Ivy, Grossman, and Bachrach, who 
point out that, following subtotal gastrectomy for duo- 
denal ulcer, approximately 75 per cent of cases (683 out 
of 904) had an anacidity to a test meal of histamine. 
For the same reason, the response to emotogenic factors, 
following gastric resection, will also be slight. It is thus 
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insufficient to consider that gastric resection affects only 
the gastric phase of secretion. In view of the decreased 
secretory capacity of the stomach, there is a lessened re- 
sponse to all types of stimuli.” 


By such radical procedures it at once becomes a 
question of immediate mortality and complications, and 
the late end results and the effect upon the general 
health of the patient. 

Recent reports by Trimble and Lynn? of Johns Hop- 
kins University, David Gaviser? of the University of 
Minnesota, and J. K. Helferty? of the United States 
Veterans Facility at Minneapolis, are extremely complete 
reviews of the literature and summary of long-time 
follow-up results on patients operated upon in their in- 
stitutions. Much of the material I have used is ob- 
tained from these sources. 

The immediate mortality rate for gastric resection 
varies from 1 to 20 per cent- in different reported series. 
Walters et al reported a mortality rate of .9 per cent in 
317 cases of duodenal ulcer treated by partial gastrec- 
tomy. Gaviser states that their mortality rate was 4.5 
per cent in unselected cases but was only 3 per cent when 
emergency cases were not included. Helferty reviews 
many series of partial gastrectomy for peptic ulcer in 
which the mortality ranged from 1.3 per cent by Cul- 
ligan to 11.5 per cent by Douglas in 40 cases. Ivy con- 
cluded that in the hands of a well-trained surgeon, a 
mortality of 4 per cent could be expected. Garlock re- 
ported in 1949 their last 116 cases to have been done 
without mortality. Miller* states that he performed 100 
subtotal gastrectomies in 1947 with no deaths and 
seventy in 1948 with only one death. He also adds that 
he has had recurrent ulcer in only 1 per cent of sub- 
total gastric resections. 

The immediate complications of partial gastrectomy 
vary little from those of other major surgery within the 
abdomen, especially when any resection is performed. 
The subject of peritonitis from soiling revives the dis- 
cussion for and against the closed aseptic technique. 
Peritonitis may be the result of a leak of the closed 
duodenal stump or a leak at the site of the anastomosis. 
Immediate chemical reaction occurs, followed by bac- 
terial invasion which may be fatal, or the infection may 
become sealed off as a local abscess, often below the 
diaphragm or below the liver. Hemorrhage may occur 
immediately postoperatively when it is usually from the 
line of suture or from a bleeding unremoved duodenal 
ulcer. Immediate reoperation may become imperative. 
Dr. Hay relates hemorrhage from the Hoffmeister por- 
tion of the gastric suture line in two patients controlled 
by reoperation. Delayed hemorrhage is the result of 
autodigestion, infection or sloughing, and may be ex- 
tremely vexing if not fatal. Obstruction at the site of 
anastomosis may be transitory due to edema which may 
disappear with treatment. Graham reported an instance 
in which a patient was treated conservatively for forty- 
three days before the obstruction disappeared. Lahey 
also noted a spontaneous cure after sixteen days. Im- 
mediate intubation of the proximal loop at the time of 
operation safeguards against edema with consequent 
tremendous dilatation of the duodenum and blow-out of 
its closed end. Helferty states that ten patients at the 
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Veterans Hospital had clinical or x-ray evidence of par- 
tial obstruction which relented without additional opera- 
tion. Re-exploration may be advisable to correct a me- 
chanical obstruction due to tortion, kinking, adhesions 
or herniation of the anastomosis upward through the 
transverse mesocolon. Cardiorenal complications and 
cerebral accidents are listed among the other complica- 
tions. Cole! states that at the Illinois Research Hos- 
pital atelectasis is the most frequent postoperative com- 
plication but the highest number of deaths were from 
leakage of the duodenal stump and cardiac disease. 


Late complications may occur because no operative 
procedure has yet reached perfection. Recurrent ulcer is 
reported by many observers in from 1.1 per cent at the 
University of Minnesota to 11.4 per cent at the Lahey 
Clinic. Merendino demonstrated conclusively in labora- 
tory animals that short loops resisted the ulcerating ef- 
fect of histamine in beeswax better than long loops. 
Lannin thought the difference in the rate of marginal 
ulcers at the University of Minnesota and the Lahey 
Clinic was due to the length of the jejunal loop. Stein- 
berg, after a study of 107 patients with anastomotic ulcer, 
reasoned that none had had an adequate resection as 
measured by Wangensteen’s criteria. It is noted that 
marginal ulcer seldom follows resection for gastric ulcer. 
This is attributed to the great difference in hydro- 
chloric acid levels in the presence of gastric and duo- 
denal ulcer before operation. Allen and Welch reported 
poor results in 7 per cent of a series of 129 patients after 
subtotal resection. Three instances (2.3 per cent) were 
due to recurrent ulcers. Finsterer and others stated in 
the presence of adherent and perforated ulcers without 
obstruction of the duodenum that it was safer to divide 
the stomach proximally and invert the distal end. Lahey 
at one time endorsed this procedure. However, the 
large number of patients who soon developed recurrent 
ulcer made it imperative that this method be discontinued. 
Kiefer of the Lahey Clinic later reported 23.3 per cent 
marginal ulcers following the Finsterer exclusion opera- 
tion, Division of the stomach proximal to the pylorus 
accompanied by removal of all of the gastric mucosa 
in the remaining prepyloric segment, obviates the opera- 
tive hazard and the occurrence of anastomotic ulcer. 
Gaviser reports gastrojejunal ulcer in 1.8 per cent of 
fifty-five patients who had Bancroft-Plenk operations. 
Makkas and Marangos! reported 243 operations by the 
Bancroft-Plenk method with a mortality of 2.3 per cent 
but with no evidence of recurrent ulceration. Gaviser 
adds that of 231 patients followed, who had subtotal 
gastric resections, only 2.86 per cent were found to have 
recurrences. Analysis of these two recurrences at re- 
operation showed inadequate stomach removal in one 
and a longer proximal loop than usual in the other. 

Among the complications following resection of the 
stomach is the so-called dumping syndrome. This con- 
dition also occurs following gastroenterostomy. There is 
a more or less constant symptom complex consisting of 
a feeling of warmth, sweating, tightness or pain in the 
epigastrium, nausea, weakness, palpitation, vertigo or 
collapse. Machella1 observed sixteen patients who had 
these symptoms following subtotal gastrectomy. He be- 
lieves these symptoms are caused by distention of the 
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jejunum due to outpouring of fluid from the jejunal wall 
in an attempt to dilute hypertonic food material passed 
along by a nonretentive stomach. Although hypergly- 
cemia may be demonstrated during the symptom period, 
it is not the causative factor, as the symptoms do not 
occur following intravenous glucose injections. Although 
symptoms of dumping syndrome can be produced by 
balloon distention of the bowel, other conditions must 
prevail. He believes that ingredients of high osmotic 
pressure such as sugar, salt or protein products must be 
present in the meal, 

The percentage of dumping stomachs after subtotal 
gastrectomy varies greatly in different clinics. Garlock, 
in 187 cases, found 1.6 per cent. Helferty at the Veterans 
Hospital, in 58 cases, found 24 per cent. . Gaviser,? in 
416 cases, found 2.6 per cent. Many patients experience 
this complex for only a short time and in minimal de- 
gree. At the Veterans Hospital 92.1 per cent of patients 
who had subtotal gastrectomy were able to carry on 
their work as well or better than before operation. The 
writer cannot recall a single instance in which the patient 
went on to vertigo or collapse. In most instances relief 
is obtained by atropin, by the restriction of fluids with 
meals and by assuming the reclining position which per- 
mits food to return to the gastric pouch. Only rarely is 
this complaint severe or disabling. Hay confirms this in 
his Annual Review of Surgery Service for 1949 when 
he states that dumping syndrome occurred to some de- 
gree in twenty-eight out of seventy-one patients but 
only one required rehospitalization twice since his 
operation. 

It is obvious that there must be changes in the 
physiology of digestion after removal of 75 per cent of 
a stomach. Reduction of capacity, reduction of or 
elimination of hydrochloric acid from the gastric pouch, 
increased emptying time, increased activity of the intes- 
tines, et cetera, occur, but most important of all are 
these physiologic changes detrimental to health and other 
bodily functions. In their reviews Gaviser and Helferty 
place their conclusions on numerous examinations as to 
the effect on hemoglobin, postoperative hydrochloric acid 
values, food tolerance, weight maintenance, work 
tolerance, et cetera, The hemoglobin determinations. for 
six to thirty-six months reviewed by Helferty in ninety- 
three patients show five below 11 grams. Of these, two 
had tuberculosis, one who had a total gastrectomy had 
an unclassified anemia before operation and has required 
transfusions since, and two others had simple anemia 
which responded to treatment. There was no case of the 
pernicious anemia type. 

In a comparison of free hydrochloric acid values be- 
fore and after resection for duodenal ulcer, Gaviser 
found the average preoperative free acid values to be 
71.5 degrees, while postoperatively, 85.6 per cent had 
none. Only 7.4 per cent showed free acid above 31 de- 
grees. Helferty’s review of a group of forty-seven pa- 
tients examined after subtotal gastrectomy for duodenal 
ulcer showed 91 per cent to have no free hydrochloric 
acid. 

Food intake was investigated in 364 patients, of whom 
244 (67 per cent) enjoyed regular meals, ninety-five (26 
per cent) ate three meals with supplementary feedings, 
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and twenty-five patients (6.5 per cent) ate frequently be- 
cause they could not tolerate enough at one time. Only 
4.4 per cent required dietary restrictions for multiple 
foods. 

Weight maintenance was variable. Helferty’s statistics 
show that the great majority are below their normal 
weight at the time of operation and usually remain be- 
low normal after gastric resection. 

In an analysis by Helferty of 113 patients, 85.5 per 
cent were improved as regards employability as a direct 
result of their operation. Gaviser’s review of work 
records showed that 91.5 per cent of men were engaged 
in regular employment. Only 1.4 per cent were unable 
to do regular work because of difficulties related to their 
postoperative: condition, Of the women, 98.3 per cent 
were engaged in regular employment. 

Adequate resection and retrocolic anastomosis by the 
short jejunal loop, with or without removal of the duo- 
denal ulcer, is the most successful surgical procedure at 
this time. It would seem that it produces the greatest 
likelihood of cure by correcting the prime cause of ulcer. 
The immediate mortality is low and the immediate dis- 
ability and period of hospitalization are short. Post- 
operative effects are primarily good, and those ill effects 
which do occur are usually: not severe enough to pre- 
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vent return of patients to their original occupatio1 
Statements directly from patients in answer to ques- 
tionnaires classify their results as 96 per cent excelleni, 
good or satisfactory. 
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AN EVALUATION OF THE RESULTS OF VAGOTOMY IN THE 
TREATMENT OF PEPTIC ULCER 


MARTIN NORDLAND, M.D., MARTIN A. NORDLAND, M.D. 
Minneapolis, Minnesota 
and 
CLARK MARSHALL, M.D. 
Crosby, Minnesota 


It is asserted by many authors that patients with 
peptic ulcer are coming for treatment in increasing num- 
bers. The surgical management of this disorder is 
concerned with the complications related to the ulcer, or 
for the relief of symptoms of the intractable ulcer not 
controlled by medical management. 

The objective of the internist and the surgeon alike is 
to free the patient from his disease and return him to his 
normal place in society. The differences in the viewpoint 
of the method of treatment have created much contro- 
versy. Attention in the literature has been focused main- 
ly on technique in all fields of therapy. The discussion 
as to whether the internist uses alkalies, midnight as- 
pirations or enterogastrones is exactly the same as the 
question of whether the surgeon shall do a pyloroplasty, 
gastroenterostomy, resection or vagotomy. Such ques- 
tions of technique are important to surgery where they 
may influence the mortality, but the most important ques- 
tion is “has the treatment cured the disease?” 

Before the year 1920, pyloroplasty or gastroenteros- 
tomy were the operations of choice. By 1925, Berg and 
deQuervain had adopted a subtotal gastric resection to 
replace the older procedures. By 1945, resection was the 
operation of choice. Because of an appreciable mor- 
tality of at least 3 to 5 per cent, as well as some poor 
functional results with gastrectomy, Dragstedt reintro- 
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duced the vagotomy operation in 1943 as a simpler and 
safer method for treatment of peptic ulcer. He believed 
that by abolishing the cephalic or psychic phase of secre- 
tion by vagotomy, it would reduce the excess acid secre- 
tion sufficiently to permit the healing of the peptic ulcer. 
Since that time, the operation has been performed in 
hundreds of cases with apparently good results. Many 
of these reports of good results have come from reliable 
and conservative sources. Time has revealed that the en- 
thusiasm created by the apparent success of this opera- 
tion caused the pendulum to swing too far in favor of 
the choice of this procedure. Vagotomy was never in- 
tended to be a cure-all for patients with peptic ulcer, and 
much useless discussion has been indulged in because of 
this wrong impression. Our interest in the treatment of 
peptic ulcer by vagotomy was aroused early in 1945 
when Dr. Dragstedt recommended this procedure in a 
paper he read before this society in January of that 
year. Dr. Dragstedt at that time presented a report of 
a large number of patients with peptic ulcer treated suc- 
cessfully by vagotomy. He also presented evidence rela- 
tive to the physiological effects of this operation. Be- 
cause of this evidence and Dr. Dragstedt’s reputation as 
a surgeon and physiologist, we felt justified in adopting 
vagotomy for the treatment of some patients with peptic 
ulcer. 
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Follow-up Study 


Our evaluation of this operation was gained from 
using this procedure in 121 consecutive cases of peptic 
ulcer in private practice. A careful follow-up study of 
the first fifty cases was conducted by Dr. Clark Marshall, 
then a third-year resident at the hospital. The average 
length of time from operation to the follow-up was six- 
teen months, the shortest eight months, and the longest 
thirty-five months. 

In the study, each patient was personally interviewed 
and one or more complete x-ray studies of the stomach 
were made. We found that interviewing patients with- 
out a follow-up x-ray study would have been very mis- 
leading. Several patients clinically were well. On exami- 
nation of their x-rays, there was evidence of small gas- 
tric ulcerations. Only those patients who showed evidence 
of recurrence of ulcer or still complained of ulcer symp- 
toms were subjected to the insulin test. Patients with 
a gastroenterostomy who showed recurrent gastric ul- 
ceration were not given the insulin test. After attempting 
a test in two such patients, it was seen that the reflux of 
material from the jejunum rapidly neutralized the gastric 
acidity and invalidated the test. It was felt that such 
a follow-up was entirely adequate to enable one to 
evaluate clinically the result of the operation. 


Classification of Results 

In order to gain a picture of the over-all results in this 
series, we have evaluated the individual results in each 
case and then placed them in one of three groups. The 
first group contains only those patients which could be 
classed as having had an “excellent” result. Only those 
patients who have returned to a completely normal 
existence are included. These patients are now entirely 
free of pain and show no evidence of bleeding. They 
are able to eat without reservation. They now can work 
without interruption and they show no distressing side 
effects that are associated with vagotomy. The x-ray 
studies of the patients in this group show no evidence 
of active ulcer, and the stomach functions normally. In 
other words, they are well as far as can be determined. 

In the second group are patients who are classified as 
a “fair” result, In this group are included the patients 
who have some of the minor distressing symptoms asso- 
ciated with vagotomy. They feel much better, and are 
pleased with the result of the operation. These patients 
also have healed lesions as evidenced by x-ray studies. 
Also included in this group are patients who could have 
been classified clinically as “excellent” results; yet, on 
X-ray examination, they show evidence of small 
asymptomatic gastric ulcerations or erosions, which ap- 
pear to be quite shallow. Also, one patient is included 
who has an excellent clinical result with no x-ray evi- 
dence of recurrence of his ulcer, but who occasionally 
shows some blood in his stools. We felt it would be 
wrong to classify these patients as “poor” results since 
they are so much improved over their preoperative con- 
dition, and are fairly well pleased with the result. 

In the third group are placed those patients who have 
a “poor” result. These few patients have x-ray evidence 
of recurrence of their ulcer with all the symptoms of 
pain, et cetera, or they still have their typical ulcer pain 
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STUDY OF 50 CASES TREATED FOR PEPTIC 
ULCER BY VAGOTOMY 


TABLE I. 


Type of procedure 
I. Transthoracic vagotomy (9) 
A. previous gastroenterostomy (4) 
B. Subsequent gastroenterostomy (5) 
II. Transabdominal (9) 
A. With gastroenterostomy (8) 
B. With excision of gastric ulcer (1) 


ong CwiGemee CE SENG MOG ooo ckkcveccsceesvesel All cases 50 
Age 
DED Sica nd cceenesinaccanseems eee 
NN hind dc RON, sco Ved weep ee een a eNe 60 years 
WO dcx octrnssi ene wewabeuanessune 28 years 
Sex 
REN cireaie ane ReasiaainmGnedaw sakeeirediradl 42 
EE. nes 500 Gawennduanesancsanaseexe 8 
Duration 
DY 54a tees us ehenesesaveatee spewed 13 years 
NE <Sptncrueas ue adenine ome a keene 40 years 
MEE | Swe nevas ccageabawneenuedenesbas 2 years 


Reason for coming for operation 
I. Inability to control symptoms by diet and medical regime. 


Dee. INE IN 25 ines o%> athabein@abaessavdasab ew aare 47 
PER.. DOUINOR TN iso 9b 6a6seceeavtworsessavinns 21 
(Non-bleeding at time of operation) 

Bis. TR a ais io 5 09 05-08 59805 656 he seeeees 11 
(Requiring transfusions) 
ee NS Ts a trica- craig ee iGo was ewes 3 
(Moore) 
IV. History of previous perforation..............ceececeee a 


Choice of operation 
Be. MINI ii.n'n0 cnn soeaanesae-s 4 hour emptying time 
chosen. No history of retention. 

II. Transabdominal— 

A. Vagotomy plus gastroenterostomy for delayed empty- 
ing 

B. History of retention 
C. To excise gastric ulcer 


i eo None 





without x-ray evidence of recurrence of the ulcer. They 
feel they have derived no benefit from the operation. 
Included also are some patients in whom the side effects 
of the vagotomy are so distressing that they feel worse 
than before. 

After evaluating each case, with personal interviews 
and postoperative examinations, the following classifica- 
tion was made. There were thirty-seven patients (74 per 
cent) who were classified as having had “excellent” re- 
sults. There were eight “fair” results (16 per cent) and 
five “poor” results (10 per cent). A further breakdown 
of these cases is seen in Table I. 


Discussion of Results 

Very little discussion of the cases with “excellent” re- 
sults is necessary. Some comments should however be 
made about them, The change in the condition of these 
patients was quite dramatic and almost unbelievable in 
some. It was most gratifying to hear a patient tell how 
good he felt and how much he could eat, when for twenty 
years he had struggled along, a veritable ulcer cripple. 
One can only hope that such a result will be permanent. 
So far, there is no reason to feel that such will not be 
the case. The average weight gain was 12 pounds in this 
group with “excellent” results. There was no loss of 
weight except in two patients who had been markedly 
overweight, due to drinking milk in large amounts pre- 
operatively. 

The patients with “fair” and “poor” results should be 
discussed separately. A more careful selection in the 
future will help to avoid such poor results. Three of 
these patients are grouped together because they are all 
very much alike. They are clinically improved; yet on 
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x-ray examination, small gastric ulcers or erosions were 


seen. 

A discussion of these cases of recurrent asymptomatic 
gastric ulcers and bleeding following vagotomy is of in- 
terest, since other people have made similar observations. 
Dragstedt reports one such case. L. M. Asher, reporting 
on the gastroscopic findings after vagotomy, mentions 
six cases of gastritis with gastric erosions following 
vagotomy alone, and three cases in patients whose 
vagotomy was combined with gastroenterostomy. How- 
ever, he does not mention whether gastric insulin tests 
were made to determine the completeness of the 
vagotomy. Nevertheless, there was definitely a change 
from the preoperative condition of the gastric mucosa. 
Asher cites the work of other investigators, and con- 
cludes that there are probably three factors which may 
contribute to the production of the gastritis with gastric 
erosions he observed after vagotomy. First of all, there 
is left an unopposed vasoconstrictor state that produces in 
the wall of the stomach a condition of relative cir- 
culatory insufficiency, which renders the mucosa more 
susceptible to trauma. Secondly, he feels that the lowered 
mucin production found after vagotomy again offers 
less protection to the gastric mucosa. Thirdly, the de- 
layed emptying time of the stomach prolongs the physical 
trauma caused by food in the stomach. It may be that 
these factors which contribute to the production of gas- 
tritis and gastric erosions postoperatively are merely 
transitory like other side effects seen following vagotomy. 
And so, with proper care, they can be controlled until 
the stomach returns to a more normal physiologic state. 
However, in one of our patients who developed a gas- 
tritis and gastric erosion, a positive insulin gastric test 
was found, indicating there was still some vagal or 
parasympathetic stimuli reaching the stomach. It is pos- 
sible, then, that the cephalic phase of secretion was still 
partially present and therefore capable of producing a 
gastritis with ulcerations in the mucosa of a partially 
denervated and therefore functionally impaired stomach. 
Perhaps if these patients were subjected to another 
operation in an attempt to divide more vagus fibers pos- 
sibly overlooked at the first operation, a better result 
might be obtained. The possibility that this is the first 
manifestation of an atrophic gastritis was also mentioned 
by Asher. This may be the group on whom we cannot 
expect vagotomy to produce a complete cure, as sug- 
gested by F. D. Moore. They may be considered as that 
group in which the vagotomy operation has made their 
ulcer symptoms easier to control, and they will be forced 
to follow a liberal bland diet in order to remain well. 


The four other patients who were classified as having 
had only “fair” results have shown no evidence of re- 
currence of ulcer or bleeding; but they have other com- 
plaints which perhaps are related to the operation, and 
which cause distress and make them feel they have not 
had a good result. 

From the case histories of these patients, we can con- 
clude that two are definitely neurotic individuals, and 
further improvement cannot be expected. The other 
two, perhaps, are still having the side effects of vagotomy 
which affect the colon, and further improvement may be 
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TABLE II. PHYSIOLOGIC EFFECTS OF VAGOTOMY ON 
PATIENTS WITH PEPTIC ULCER FIFTY CASES 


I. Disappearing of pain (most gratifying result) 
44 out of 47 relieved of pain................. 94% 
B. 3 not relieved 
(Always incomplete vagotomy) 


II. Diarrhea following vagotomy 


et ee ae ea ee abe kda nee bees eeeeeeen'e 52% 
i rr rn... aces scadeneenwnsaennes 18% 
CE rer errr re Postoperative 

One week to one month 
pS GG ni cron encedeseeces 2 to 3 monthis 
ee CN bcc nkcsenaceanswdwenene 9 months 


III. Gastric retention 

Type of retention 

1. 5 out of 37 transthoracic vagotomy alone or 13% 
necessitating gastroenterostomy. 

2. 9 out of 37 cases or 19% x-ray evidence or re- 
tention, no symptoms. 

B. Cause of retention 

1. Decreased tonus 

2. Diminished peristalsis 

3. Scar at duodenum 

4. Pylorospasm 


IV. iting, epigastric fullness 


JZ CASES. eee eee eee ene eee ee rereneeeesereee 64% 
B. Foul smelling gas........... re 
(Only 9 out of 32: cases—18%—complained about it) 
a. SR ciapandasaCaldopincxeaeas at Longest 6 months 
V. Cardiospasm or symptoms of esophageal 
| aa a 
ie. DMN oa o:0:b 56000 do 0560 eeSenbennsa 2 
For 24 hours 
Pe SD nce nuda cuusbaauincsdevabhaakannne 3 


Relieved in 4 months 
All distressing side effects except retention disappeared 





looked for. In all four, the major complaint was im- 
proved by the operation. 

There are five patients classified as having had “poor” 
results. Only two of these showed x-ray evidence of re- 
currence of their original lesion. One other patient had 
recurrence of ulcer pain with bleeding, and the remain- 
ing two had symptoms relating to their vagotomy that 
are distressing enough to make us feel the result was 
poor. 

From the individual examination of the “poor” re- 
sults, we felt that three were undoubtedly the result of 
incomplete vagotomies. Of the remaining two, one, a 
nervous liquor salesman who was in the process of 
getting a divorce, was considered “poor” because of the 
side effects of the operation. The other “poor” result is 
a female who insists she is not well in spite of x-ray 
evidence that the ulcer no longer exists. 


Physiologic Effects of Vagotomy on Patients with Peptic 
Ulcer—Fifty Cases 
Much has been written about the physiologic effects of 
vagotomy and their causes. A brief application of these 
effects in this series of patients is interesting. 


Disappearance of Pain—Out of the forty-seven pa- 
tients who had pain preoperatively, forty-four (94 per 
cent) were relieved of the pain by the operation. This 
is the most gratifying result of the operation as far as 
the patient is concerned, as well as the best indication 
that the operation was a success. The three patients who 
were not relieved of pain revealed after further investiga- 
tion that the vagotomy was incomplete. There is no 
doubt that pain in peptic ulcer is due to hyperacidity and 
hypergastric motility. Therefore, the mechanism by 
which the vagotomy operation relieves the pain becomes 
clear. Without this relief, the vagotomy must be con- 
sidered incomplete. 
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Diarrhea.—Diarrhea following vagotomy has frequent- 
ly been reported. In this series, twenty-six patients (52 
per cent) developed a diarrhea postoperatively. In nine 
patients (18 per cent) it was of sufficient duration and 
severity to cause the patient discomfort and incon- 
venience in carrying out his daily work. The average on- 
set of the diarrhea was about one week to one month 
following vagotomy. The average duration was two to 
three months. The longest it persisted in any one case 
was nine months. Since the usual story was that the 
diarrhea improved as the interval from the operation 
increased, most of the patients were easily reassured and 
were not inclined to complain about it. The diarrhea, 
when present, was difficult to control. No satisfactory 
explanation has been given as the cause of this com- 
plication. It is interesting that constipation is no longer 
a problem with most of the patients. Indeed, many re- 
marked that relief of constipation is one of the more 
gratifying results of the procedure. We feel that, with 
only 18 to 20 per cent of patients affected, diarrhea is 
not a serious problem, since all patients improve with 
time. 


Gastric Retention—Only five patients out of thirty- 
seven (13 per cent), who had had thoracic vagotomy 
alone, developed gastric retention of a degree severe 
enough and persistent enough to necessitate a secondary 
gastroenterostomy. This corresponds to a figure of 12 
per cent reported by other groups. This number pos- 
sibly could have been reduced with more careful pre- 
operative selection, more carefu] postoperative feeding 
and more vigorous therapy. By x-ray examination, only 
seven out of thirty-seven cases, or about 19 per cent of 
the thoracic vagotomies, showed any retention at four 
hours at the time of follow-up, and this was asympto- 
matic. Decreased tonus, diminished peristalsis, scarring 
of the duodenum secondary to the healing of the ulcer, 
as well as pylorospasm, must be considered factors in the 
cause of retention. 

An accurate method of choosing patients so as to avoid 
gastric retention has not been satisfactorily developed. 
The patient should be evaluated preoperatively. If it is 
felt that serious retention will develop following a 
vagotomy, we would advocate a gastric resection for 
such patients, rather than a vagotomy combined with 
gastroenterostomy. We are not yet convinced that the 
combined operation is a good procedure. 


Belching.—Belching, epigastric fulness and excess gas 
were encountered as postoperative symptoms in thirty- 
two cases (64 per cent of the patients). In only three 
patients was there a complaint of belching foul-smelling 
gas. In these three cases, it did not persist over six 
months postoperatively. In 9 patients (18 per cent) the 
belching and fulness were severe enough to cause them 
to remark about it. The remainder of the patients mere- 
ly admitted that they had such symptoms, but they were 
not distressing, 


Cardiospasm.—Cardiospasm, or symptoms of eso- 
phageal obstruction was found to be present in five cases 
(10 per cent). In two patients there was a history of 
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complete obstruction of the lower esophagus following 
the ingestion of food, and lasting for more than one 
day. In one patient a piece of meat became lodged in 
the lower esophagus for two days, and required chem- 
ical dissolution before further food could be taken. The 
other spontaneously relented. In three cases, the symp- 
toms of cardiospasm were still present at the time of 
follow-up. We feel that it is a true cardiospasm, since 
the patients state that if they drink some warm water in 
the morning before attempting to eat, they seemed to 
have no further trouble. Still this would not rule out 
some peristaltic dysfunction of the lower esophagus. 
Ritvo and Shauffer showed that there was x-ray evi- 
dence of true cardiospasm. Machella and Lorber also 
reported a case of esophageal obstruction following 
vagotomy. In none of the patients in our series was the 
cardiospasm of any distressing degree. 

Most of the physiologic side effects of vagotomy for 
peptic ulcer, while distressing, gradually diminish in 
severity and are forgotten by the patient. 


Psychosomatic Aspects 

The patients in this series were all closely questioned 
concerning any improvement in their nervous symptoms. 
Approximately thirty-seven patients (74 per cent) said 
they were definitely improved, and about half of these 
said they were markedly improved. That is, they were 
calmer and easier to get along with. They could work 
harder, and they could face their daily problems without 
causing some reaction in their stomach, One patient said 
he now could talk with his boss without feeling afraid, 
something he had been unable to do for fifteen years. 
Another patient, a labor organizer, said he now could 
bargain the most difficult labor contracts with no effect 
on his stomach. “It was as if my stomach was now cut 
off from my head,” he stated. About thirteen patients 
showed no improvement, or else an increase in their 
nervous symptoms. As would be expected, they were in 
the groups of patients classed as only “fair” or “poor” 
results, and thus had no reason to show improvement 
regarding their nervous symptoms. 

The patient who said his stomach was now cut off 
from his head really describes what is felt to be the 
most important reason for the improvement the vagotomy 
operation gives. We cannot deny, therefore, that one 
of the reasons that vagotomy causes healing of peptic 
ulcers is that it destroys the relationship between emo- 
tional stimuli and changes in the gastric mucosa. 


Conclusions 

From this study and other studies reported in the 
literature, we gain the impression that the results of 
vagotomy alone performed for peptic ulcer in the selected 
cases are generally quite good. We agree that it may yet 
be too early for a good evaluation. A composite study 
of reports by F. D. Moore, Collins and Stevenson, and 
Smith, Ruffin and Baylin, shows that excellent results 
are obtained in about 75 to 85 per cent of cases, and 
satisfactory results in about 90 per cent of cases. Re- 
currence rates vary from 4 to 6 per cent, with un- 
satisfactory results usually totalling about 10 per cent. 
The over-all results in our series of cases closely parallels 
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the above figures. Perhaps our results are slightly poor- 
er. With an improved technique and more careful selec- 
tion of patients, we seem to have gotten better results in 
the seventy-one cases operated upon since this study was 
undertaken, We have been very careful to screen out 
the hopelessly neurotic and the true hypochondriac, and 
we have also been careful to select for vagotomy alone 
a two-hour emptying time instead of a four-hour empty- 
ing time. We have found that vagotomy is best for 
patients in the better economic level of society whose 
presenting problem is either incapacitating pain or re- 
peated hemorrhage. The more definite and clear-cut the 
picture is, the more satisfactory the result will be. The 
neurotic patient with an ulcer is not a good candidate. 
We do not feel that the younger patients do any better 
than those in the middle age group. We feel that ulcers 
of the stomach should be dealt with by gastrectomy. 
On the whole, we feel that vagotomy has a place in the 
treatment of duodenal ulcer in the properly selected case. 


We believe that the transthoracic approach is by far the 
better method because no matter how skillful a surgeon 
is, we do not believe he can be sure that he has bisecte:! 
the vagus nerves and branches completely. Incompleic 
vagotomy naturally accounts for recurrent ulcer and aun 
unsatisfactory result. We feel that the procedure is stil] 


‘on trial. 


Summary 


We have learned from this material that vagotomy 
for peptic ulcer has a decided value in a limited number 
of well-selected cases. We believe it is the method 
of choice in the treatment of the patient with marginal 
ulcer following pyloroplasty, gastroenterostomy and _ in 
cases with stomal ulcer following gastric resection, and 
limited to the treatment of these conditions. For these, 
we prefer the transthoracic approach. From our study, 
I believe that gastrectomy is the treatment of choice for 
the majority of patients with ulcer. 


SURGERY IN PEPTIC ULCER FROM AN INTERNIST’S POINT OF VIEW 


JOHN BOEHRER, M.D. 
Minneapolis, Minnesota 


It is an honor to be asked to participate in this sym- 
posium on surgery in peptic ulcer. I must confess, how- 
ever, that my gratification is moderated by a good deal 
of anxiety. I know of no subject in medicine in which 
disagreement has been more violent, nor one in which 
such symposia as this are more likely to end in hopeless 
confusion and completely divergent opinions regarding 
the problem at hand. As an example, Dr. Frank Lahey™ 
concluded his discussion of a similar symposium at a 
recent meeting of the American Surgical Association 
with the following words, “Regarding the whole discus- 
sion, I would like to say that I am old enough to have 
lived through many of these discussions about duodenal 
ulcer. While I would like to agree that I have learned 
a great deal in this discussion, I would still like to say 
that following this one, I find the problem still far from 
standardized, and one which could still leave one quite 
confused.” I believe that any one who naively expects 
to find certainty in the vast mass of literature on this 
subject will agree wholeheartedly with Dr. Lahey. 

But, it is equally clear that the patient with peptic 
ulcer cannot wait for our contrary opinions to be re- 
solved. Each of us who is charged with the respon- 
sibility for his care must have a framework of reference 
for the day-to-day decisions on which his welfare de- 
pends. Even though we may disagree, the very act of 
verbalizing our opinions serves to organize them, to test 
them, and in that way cannot help but contribute to the 
welfare of the patients whom we serve. 

With some misgivings, therefore, I would like to dis- 
cuss briefly, three questions in this field, from the in- 
ternist’s point of view. These are: 


1. Which of my patients with peptic ulcer shall | 
refer to the surgeon? 
2. What type of surgical procedure shall I recom- 


mend ? 
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3. What is the nature of the complications which may 
follow such surgery, and how shall I manage them? 


Selection of Patients for Surgery 

There is no disagreement as to the extent of the ulcer 
problem.1 Some 375,000 individuals monthly seek med- 
ical care for it, At least 10 per cent of the population 
will suffer from it, and of these, 15 per cent will require 
surgery for their disease. The question is, which 15 per 
cent? Except for a few reports remarkable mainly for 
their courage, there is general agreement about the wis- 
dom of operation for perforation, such operation to be 
as extensive as the condition of the patient permits.- The 
chronically obstructed ulcer is also surgical. This also 
applies, in my opinion, to ulcers which have temporarily 
obstructed but have been relieved by medical means. 
They will obstruct again, and operation should be per- 
formed before the reprieve runs out. The massively 
bleeding ulcer requires a symposium by itself, since its 
management is so bitterly contested by surgeon and 
internist. Since the emphasis in this symposium is on 
other aspects, however, I will limit myself to stating my 
opinion that the internist who fails to enlist surgical aid 
within forty-eight hours of the onset of such massive 
bleeding must accept the fuli responsibility for success 
or failure thereafter. Deaths following late operation 
here are properly medical, not surgical deaths. Similar 
reasoning places similar responsibility on the internist 
who treats medically a gastric ulcer which does not 
heal completely in six weeks or which recurs. The term 
“peptic ulcer,” which implies basic similarity between 
gastric and duodenal ulcer, is a handicap to good man- 
agement. Statistical support is available for this position, 
but time does not permit its presentation now. 

The chief problem with which we have to deal in this 
regard is the so-called “intractable ulcer.” Full compre- 
hension of this entity necessarily implies full compre- 
hension of the etiology of ulcer, which has not yet been 
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attained. Therefore each of us must have his own 
definition of “intractability,” in order to have a basis for 
action. This definition is ordinarily phrased as “failure 
of medical treatment,” but the criteria of failure in un- 
complicated ulcer have so far resisted precise delineation. 
The best answer, it seems to me, must stem from a 
knowledge of the natural history of duodenal ulcer on 
the one hand, and from a conscientious effort to apply 
‘all the elements of a good medical regime on the other. 
With regard to the first, no internist can afford to be 
complacent about the long-term results of medical 
therapy for duodenal ulcer. To put it bluntly, they are 
very bad indeed.!:18 The over-all mortality is at least 
3 per cent, and at least 40 per cent will have recurrence 
within five years. At least 10 per cent will have a serious 
complication requiring operation, with additional mor- 
tality. It is imperative that the clinician bear these facts 
in mind since his judgment for or against surgery, if it 
is to make any sense at all, must weigh the risk of the 
disease against the risk of surgery. 


On the other hand, it is clear that at least 30 to 50 
per cent of duodenal ulcers, under the best medical man- 
agement, can be cured, and stay cured.1 The details of 
medical management are not under discussion here, but 
I believe it is safe to say that the physician who is 
searching for the master combination of diet, anti-acids, 
antispasmodics, hormones, sedatives, “medical vagotomy,” 
plus prohibitions of tobacco, coffee, alcohcl, plus the rest 
of the long list of once popular remedies, is chasing a 
will-of-the-wisp indeed. Doubtless many of these are 
important, but as accessory factors only. I believe the 
majority of internists to be convinced that proper and 
successful therapy of duodenal ulcer can only be at- 
tained by the fullest knowledge of the individual and his 
life situation.s Let me emphasize that this is not just 
psychosomatic medicine, nor does it necessarily imply 
acceptance of Freudian concepts of dependent-aggressive 
conflict as the sole etiology of ulcer. It means rather the 
realization of the prime importance of stress, whether 
physical, emotional, or economic, and a sincere attempt to 
either eliminate it, or to alter the individual’s reaction to 
it. The fundamental basis for this concept is to be found 
in the studies of Stewart Wolff.21 


It is obvious that many ulcers have healed, and have 
stayed healed, without anything more than textbook 
diets and medications. But in many others, the “intract- 
able ulcer” represents either the “intractable patient” or 
the “intractable physician.” In either instance, we must 
learn to recognize the failure before it is irretrievable, 
even by paying the price of surgery. Each of us must 
work out his own rule of thumb. In a thoughtful paper, 
Moore, of Boston, has set up three primary and two 
secondary criteria for operation which seem quite ra- 
tional. The three primary are: (1) a history of per- 
foration in the past, with present symptoms; (2) a his- 
tory of acute hemorrhage requiring transfusion; and 
(3) progressive pain over a two-year period while under 
treatment. The two secondary are: (1) a male with 
ulcer symptoms under the care of a physician, and 
{2} a male with a history of onset before twenty or 
alter sixty-five. With one primary and one secondary 
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criterion present, surgery is advisable. .If three criteria 
are present, operation is urged. Such formulations are 
useful, as measuring sticks, and as checks on the tem- 
porizing policies which so often lead to disaster. 


Selection of a Surgical Procedure in Ulcer 


The internist then, having made the decision for sur- 
gery in a particular instance, must in most cases make 
a recommendation as to the type of operation to be em- 
ployed. His judgment here, while obviously based partly 
on his previous experience, must also reflect the accumu- 
lated experience of others, as well as the personal bias 
he has acquired as an incident to his training. Dr. 
Maxeiner and Dr. Nordland have presented their 
experience in regard to gastric resection and vagot- 
omy, respectively, and no doubt the pros and cons from 
the surgical point of view will be discussed extensively 
in a few minutes. 


I can summarize my own postion briefly by saying 
first that it is difficult for anyone who has had even a 
portion of his training at the University Hospitals to 
advocate anything but fully adequate gastric resection as 
the procedure of choice. Ten years of experimental sur- 
gery, based on the fundamental discovery of the hista- 
mine-beeswax ulcer, supported as they are by a huge 
clinical experience with a mortality of 3 per cent, and a 
recurrence rate of less than 1 per cent, give Wangen- 
steen’s opinions!® a foundation which has not been suc- 
cessfully challenged to date. Vagotomy alone, as an al- 
ternative, has been abandoned everywhere, except per- 
haps for marginal ulcer in which further resection is 
undesirable or impossible. Vagotomy plus gastroenteros- 
tomy as now advocated by Dragstedt,* by Grimson,’ and 
by Crile,2 has had insufficient time to prove itself, espe- 
cially when one reflects on the original enthusiasm for 
gastroenterostomy alone. It will be remembered that 
Judd®:1° originally reported in 1921, a recurrence rate of 
1.2 per cent in 4,000 cases of ulcer treated by gastro- 
enterostomy, but was later forced to revise this to 25 
per cent. So far, its main value would appear to be in 
the poor risk patient. The several published reports of 
resection combined with vagotomy have not so far pre- 
sented any remarkable advantages. 


To an observer somewhat on the sidelines, Dragstedt’s 
chief contribution would appear to be the tremendous 
impetus his work has given to furthering our knowl- 
edge of the factors controlling gastric secretion, as well 
as the motor functions of the gastrointestinal tract. It 
seems reasonable that further refinements of the resec- 
tion technique will be developed, possibly along the lines 
of more physiologic anastomoses, which might enhance 
the secretin effect, as well as lessen the incidence of 
postgastrectomy nutritional difficulties. For example, 
there is some evidence that a modern revision of the 
Billroth I procedure may offer certain advantages if 
sufficient mobilization and adequate resection can be 
obtained with such modification.2° In any case, the bet- 
ter than 90 per cent satisfactory results following a well- 
done resection will appear to the conservative internist 
as the procedure of choice, for the present at least. 
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Complications of Ulcer Surgery and Their Management 
As in most surgical procedures, gastric resection may 
be followed by undesirable sequelae. I would like to 
briefly discuss three: potassium deficiency, the so-called 
dumping syndrome, and postoperative malnutrition. The 
first of these, potassium deficiency, is, of course, not 
directly related to surgery as such. We have been im- 
pressed, however, as have others, with the relative fre- 
quency of this syndrome, when looked for, especially in 
the preoperative and postoperative care of the obstructed 
ulcer. Prolonged loss of gastrointestinal secretions and 
parenteral feeding sets the stage, to be followed by 
weakness, hypotension, and irregular, shallow breathing. 
The discovery of a hypochloremic alkalosis often with 
oliguria, brings additional glucose and saline into the 
picture with further aggravation of the potassium deficit, 
with drowsiness, edema, cardiac arrythmias, and loss of 
tendon reflexes. Fortunately, the seldom-available se- 
rum potassium determination is neither necessary nor 
even an accurate measure of the true state of affairs. 
Characteristic electrocardiogram changes confirm clini- 
cal suspicion, as does the response to potassium, which 
is prompt. Parenteral potassium must be administered 
with great caution, however, especially in patients with 
oliguria, because of the toxic effect of even temporarily 
high potassium concentrations on the heart muscle. 
The “dumping syndrome” has been extensively studied 
in spite of its rather infrequent occurrence following 
resection, averaging around 5 per cent, because of the 
acute and temporarily disabling discomfort it produces, 
as well as the considerable disagreement as to its cause. 
The abrupt onset, while eating, or a few minutes 
after, of intense epigastric warmth, fullness, followed by 
a cold sweat, nausea, palpitation, weakness, dizziness, and 
occasionally vomiting or diarrhea, made a striking syn- 
drome which was quite reasonably thought to be due to 
sudden distention of the jejunum. Later, however, the 
discovery that the rapid emptying of the stomach led to 
abnormal glucose tolerance curves, with high post- 
prandial values, and frequent hypoglycemic values two 
to three hours later, produced a good deal of confusion. 
The syndrome was then ascribed to the hyperglycemia 
until it was noted that identical values occurred in those 
without the syndrome. Then the hypoglycemia was in- 
criminated, although it was obvious that the attacks oc- 
curred before the hypoglycemia, although occasional pa- 
tients also presented rather typical hypoglycemia symp- 
toms in addition to and following the dumping syn- 
drome, and which were relieved by food. Recently, 
Machella!? has clarified the situation somewhat by prov- 
ing fairly conclusively that the main cause is the inges- 
tion of hypertonic liquids, especially sweets and milk, to 
which so many of these patients are intolerant follow- 
ing gastrectomy. These cause a rapid outpouring of liquid 
from the efferent loop which distends it, and produces 
the attack. Omission of sugar and liquids from meals is 
most important. Atropine, in contrast to the experience 
of others, including myself, appeared to prevent the 
attacks. It is still not clear why some individuals de- 
velop this syndrome and not others. At the Mayo Clinic,’ 
it was felt that the large stoma of the Polya type of 
anastomosis was a factor, and that their cases were less 
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severe following a change to the Hofmeister type. This 
may explain the small incidence in the University series 
also. 

The hypoglycemic phase is an interesting one, since 
similar exaggerated responses to carbohydrate intake are 
an increasingly frequent finding in nonoperated indi- 
viduals with the complaint of intermittent severe ex- 
haustion, Portis!? having noted it in 42 per cent of a 
series of “tired” executives. This functional disorder is 
thought to be one of the many ways in which nervous 
stress can produce physical change, possibly in these 
cases from mild adrenal failure. The profound effects 
of ACTH noted by McQuarrie! on idiopathic hypogly- 
cemia in children suggest the possibility of similar trial 
in these patients, many of whom may well represent 
partial failures of the adaptation mechanism. It is in- 
teresting to speculate also on the possible effect of this 
mechanism in producing recurrence in those resections 
without resultant achlorhydria, since its effect is similar 
to an “insulin test” for achlorhydria. 

The third complication oecasionally seen after gastrec- 
tomy is persistent under-nutrition, often accompanied 
by a low-grade but persistent diarrhea. While many of 
these individuals may well represent some variety of 
failure of adaptation also, there is the suggestion of 
Muir? in England, that low-grade steatorrhea, possibly 
related to inadequate secretin effect, may be responsible. 
With vagotomy, this type of symptomatology, especially 
diarrhea, is much worse, suggesting the additional factor 
of autonomic imbalance. In this connection, it is inter- 
esting to note that Wangensteen!® found the removal 
of the superior mesenteric ganglion as an adjunct to 
total gastrectomy was of considerable benefit in relieving 
postprandial distress. I know of no trials of sympathetic 
inhibiting drugs in these states, but it is doubtful that 
they could suppress the splanchnic pain pathways com- 
pletely. 

In closing, I should like to say in all sincerity, that if 
we in medicine had been able to match the contributions 
of surgery in the past decade, the problem of ulcer would 
be much farther on the road to its ultimate solution. The 
surgeons, especially the surgeon-physiologists,!% are to 
be congratulated. 
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Discussion 

Dr. L. J. Hay, Minneapolis VA Hospital—We know 
that a small amount of acid will cause secretin to be 
formed in the small intestine and duodenum with sub- 
sequent stimulation of the pancreas. There is also evi- 
dence that less fat is lost into the stool after the Bill- 
roth I type of anastomosis. Since failure to maintain 
weight is the major defect in subtotal resection we have 
been doing a Billroth I operation whenever it is feasible. 
It is too early in our experience to be certain, but the 
initial impression is that these patients have a shorter 
period of adjustment and less “dumping” syndrome after 
this procedure. 


Dr, Nordland mentioned the problem of selection of 
patients, especially psychoneurotics. A fairly large num- 
ber of ulcer patients have a psychoneurosis. These pa- 
tients are less likely to have a satisfactory result either 
from operation or from non-operative treatment. We 
have accepted any patient with bleeding of a severe, or 
moderately severe degree, as well as those who have 
evidence of obstruction. Likewise those patients re- 
quiring repeated hospitalization for therapy, in whom a 
definite ulcer crater could be seen, were accepted. 


Dr. Kenneth Helferty reviewed 178 patients who had 
a resection at our hospital. He found that severe in- 
tractable postoperative symptoms were confined to psy- 
choneurotics. The four men classified as having severe 
‘dumping” had been diagnosed as severe psychoneurotics. 
Six of the fourteen who had moderate symptoms had a 
moderately severe psychoneurosis. Only two of the fifty- 
nine patients who had mild postprandial distress were 
psychoneurotics. 


Two of the 178 patients developed gastrojejunal ul- 
ceration and both were cured by vagotomy. Fifty-six 
per cent of these men were achlorhydric six months 
atter operation. About 90 per cent of the patients were 
better after operation and can be considered to have ob- 
tained a satisfactory result from surgery. 
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Eighty per cent of the patients operated upon showed 
an improvement in employability, and only three patients 
showed a decreased ability to work. 


Dr. F. M. Owens, Jr., Saint Paul.—I do not have a 
rebuttal and am quite willing to grant that gastric 
resection in the majority of instances is certainly the 
operation which accomplishes what we are attempting, 
that is, it eliminates the acid. However, I feel that there 
is a place for vagotomy; and when I speak of vagotomy, 
I mean vagotomy and posterior gastroenterostomy. The 
reports of Dr. Walters of his results with this opera- 
tion do not correlate with our experience at the Univer- 
sity of Chicago. 

In a period of five years after simple gastroenteros- 
tomy 25 per cent of our duodenal ulcer patients had 
recurrence of ulcer or stoma ulcer. This incidence of 
recurrence has not been found when gastroenterostomy 
and vagotomy have been done together. The incidence of 
recurrence here is less than 8 per cent. Our statistics 
show that the incidence of excellent results in the group 
with transabdominal vagotomy and gastroenterostomy 
was 26 per cent greater than in the group done trans- 
thoracically without gastroenterostomy. Because we were 
unable to determine with certainty which patient would 
develop pyloric obstruction following vagotomy we gave 
up trans-thoracic vagotomy. We find we are doing a 
better job of getting the vagus fibers transabdominally 
by bringing the esophagus down through the diaphragm. 
Exploration of the duodenum and remainder of the 
abdomen is carried out and gastroenterostomy is per- 
formed. 

Then there is the question of diarrhea. Diarrhea is 
not a direct result of section of the vagus nerves. It is 
a fermentative type of diarrhea which occurs because of 
gastric stasis. This group of patients also complains of 
belching “sewer gas.” The diarrhea is controlled in 
many by sulfasuxadine, in others by the use of urecho- 
line. This diarrhea is not seen when gastroenterostomy 
has been done. 


There are several places where vagotomy is the treat- 


The first is in the patient who is a 
severe nutritional problem. This patient is better able 
to maintain his weight after vagotomy than after 
gastrectomy. The second is in the patient with a severely 
scarred duodenum. The closure of such a duodenum is 
often difficult and there is danger of duodenal stump 
blowout., The third is the patient with considerable 
personality instability. He is generally less apt to de- 
velop postoperative symptoms after vagotomy than after 
gastrectomy. 

In closing let me repeat that vagotomy still has a place 
in our surgical armamentarium. Dr. Dragsted and Dr. 
Wangensteen have done a tremendous amount in con- 
tributing to our knowledge of the ulcer problem. What- 
ever is the ultimate solution to ulcer, both men will be 
remembered for their contributions. 


ment of choice. 


Dr. HAMLIN Mattson, Minneapolis.—It is difficult to 
predict the place which vagotomy will settle down to in 
the surgical treatment of duodenal ulcer. The period of 
follow-up is still too short. We have heard some bearish 
talk tonight on the future of vagotomy. We must con- 
sider that in the experience of large medical centers to- 
day, including the Cleveland Clinic, the treatment of 
choice today is vagotomy. 

Though gastrectomy is the treatment of choice with 
most of us in this area, there is general agreement that 
vagotomy is applicable in marginal ulcer following gas- 
trectomy. Still another indication seems to be the finding 
of considerable inflammatory reaction around the pylorus 
and duodenum. The risk of gastrectomy is largely the 
risk of duodenal leakage. If great difficulty in the clo- 
sure of the stump is anticipated, it seems reasonable to 
resort to vagotomy and gastroenterostomy. Gastrectomy 


(Continued on Page 822) 
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AMERICAN CONGRESS OF 
PHYSICAL MEDICINE 


The American Congress of Physical Medicine will 
hold its twenty-ninth annual scientific and clinical ses- 
sion September 4, 5, 6, 7 and 8 at the Shirley-Savoy 
Hotel, Denver, Colorado. Scientific and clinical ses- 
sions will be given on the days of September 4, 5, 6, 7 
and 8. All sessions will be open to physicians and other 
professional personnel. In addition to the scientific ses- 
sions, the annual instruction seminars will be held Sep- 
tember 4, 5, 6, and 7. These seminars will be offered 
in two groups. One set of ten lectures will consist of 
basic subjects and attendance will be limited to phy- 
sicians. One set of ten lectures will be more general 
in character and will be open to physicians as well as 
to therapists who are 
Registry of Physicial Therapists or the American 
Occupational Therapy Association. Full information 
may be obtained by writing to the American Congress 
of Physical Medicine, 30 North Michigan Avenue, Chi- 
cago 2, Illinois. 


registered with the American 


AMERICAN MEDICAL WRITERS’ 
ASSOCIATION 


The eighth annual meeting of the American Medical 
Writers’ Association will be held at the Pere Marquette 
Hotel, Peoria, afternoon and evening of 
September 19, during the sixteenth annual meeting of 
the Mississippi Valley Medical Society (September 19, 
20 and 21) at the same hotel. 
which 


Illinois, 


A new constitution, 
liberalizes membership requirements, 
but does not alter the present educational requirements, 
will be voted on. There will be no registration fee, and 


somewhat 


all ethical physicians and others who are college gradu- 
ates, who are interested in medical writing or journalism, 
are cordially invited to attend. A program of the 
meeting may be secured from the Secretary, Dr. Harold 


Swanberg, 209-224 W.C.U. Building, Quincy, Illinois. 


COURSE IN POSTGRADUATE 
GASTROENTEROLOGY 


The National Gastroenterological Association is again 
offering a course in postgraduate gastroenterology on 
September 20, 21 and 22 at the Drake Hotel, Chicago, 
immediately following the sixteenth annual convention 
of the organization at the same place on September 17, 
18 and 19. 

Dr. Owen H. Wangensteen, chairman of the Depart- 
ment of Surgery, University of Minnesota, will act as 
surgical co-ordinator, and Dr. I. Snapper, clinical pro- 
fessor of medicine, College of Physicians and Surgeons, 
Columbia University, as medical co-ordinator. 

The course is open to members and nonmembers. 
The fee for the former is $35, and for the latter, $50, 
payable on filing an application for the course with 
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Daniel Weiss, Executive Officer, National Gastro- 
enterological Association, 1819 Broadway, New York 23, 


New York. 


COURSES IN EXFOLIATIVE CYTOLOGY 
(CANCER DETECTION) 


Two courses, one from September 17 to December 14, 
1951, and the other from March 3 to May 29, 1952, 
will be open to a limited number of physicians and 
technicians. They will cover the cytology of the female 
genital, gastrointestinal, respiratory and urinary tracts. 
Tuition for each course is $300. Arrangements for 
shorter periods of instruction, with correspondingly less 
tuition, may be made. Instruction will be given by Dr. 
George N. Papanicolaou, Dr. John F. 
associates. 

Further information and application blanks can be 
obtained from Dr. John F. Seybolt, Department of 
Anatomy, Cornell University Medical College, 1300 York 
Avenue, New York 21, New York. 


Seybolt and their 


ASSOCIATION OF MILITARY SURGEONS 


The fifty-eighth annual convention of the Association 
of Military Surgeons of the United States will be held 
at the Palmer House in Chicago, October & to 10). 
Members of allied medical services such as nursing, 
dentistry, veterinary medicine, women’s medical specialty 
corps, and medical service corps, as well as physicians, 
Advances in military 
medicine since World War II, and current problems 
arising out of the critical world situation and the Korean 
conflict, will be discussed. 


will participate in the sessions. 


MINNESOTA SOCIETY OF 
INTERNAL MEDICINE 
The 
ternal Medicine will be held in Saint Paul on October 
27. Dr. Ben Sommers, 1232 Lowry Medical Arts Build- 
ing, Saint Paul, is program chairman, and abstracts and 
titles of papers 
September 27. 


fall meeting of the Minnesota Society oi In- 


should be submitted to him before 


SOUTHWESTERN MINNESOTA 
MEDICAL SOCIETY 


A meeting of the Southwestern Minnesota Medical 
Society was held at Worthington on June 11, attended 
by thirty physicians. Principal speakers were Dr. 
Wendell Hall, University of Minnesota, and Dr. William 
Rumbolz, University of Nebraska. Dr. Hall discussed 
“The Use of Antibiotics,” and Dr. Rumbolz spoke on 
“Protamine Titration and Its Relation to Breathing.” 

The society members then met with the auxiliary 
members to watch a motion picture entitled “Here’s 
Health—the American Way.” 


(Continued on Page 806) 
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METAMUCIL’..... refined bulk or “‘smoothage”’ ones now 


recognized as a preferred treatment for constipation — originated from Searle 
Research. 


METAMUCIL is of plant origin—it adds necessary natural bulk 


to the food residue 
is free of all forms of irritating substances 


is prepared only in an easily dispersible powder which is 
taken with a glass of water or other liq- 

uids—one of the prime requisites 

to successful bowel management. 


is economical—one teaspoonful 
one to three times a day in a 
glass of liquid is the indicated 
daily dose 


enables the physician to use the 
“smoothage’’ principle of restor- 
ing normal bowel function 


provides a bland water-retaining 

demulcent mass which mixes in- 

timately with food and does not 

interfere with the digestion or the , : 
METAMUCIL is the highly 


absorption of oil soluble vitamins. . | refined mucilloid of Plan- 
Ee noe ~— (50%), a seed of 
; the psyllium group, com- 
METAMUCIL Is A bined, with dextrose gm 
as a dispersing agent. G. D, 
PROFESSIONAL PRODUCT, , Searle & Co., Chicago 80, 
nois. 
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REPORTS AND ANNOUNCEMENTS 


PARK REGION SOCIETY 


The Park Region Medical Society held a meeting at 
Parkers Prairie on June 27. Dr. James Logan, Wadena, 
gave a talk on x-rays and lesions of the chest. Dr. 
James Crowley, Saint Paul, discussed anesthesia in the 
poor-risk patient. 


SOUTHERN MINNESOTA 
MEDICAL ASSOCIATION 

At the annual meeting of the Southern Minnesota 
Medical Association to be held in Rochester, Monday, 
September 10, 1951, the following subjects will be 
presented : 


“Bladder Regeneration.”—E. J. Richardson, Saint Paul. 

“Cystic Hygroma of the Neck in Children.”—Tague C. 
Chisholm, Minneapolis. 

“An Unusual Case of Gout.”—Chas. Koeningsberger, 
Mankato. 

“Acute Perforation of a Duodenal Ulcer After Cortisone 
Therapy.”—Erhart E. Zemke, Fairmont. 

“Cholelithiasis in Residual Gallbladder 
William O. Finkelnburg, Winona. 

“Surgery of Varicose Veins during Pregnancy.” 


Stump.”— 


(a) Obstetrical Aspects—James C. Hodgson, Saint 
Paul. 

(b) Surgical Aspects—Frank W. Quattlebaum, Saint 
Paul. 


“The Pathogenesis of Hypertension.”—John Eusterman, 
Mankato. 

“The Management of Early Cardiac Decompensation.” 
—Douglas P. Head, Minneapolis. 

“Hypnotherapy in General Practice.’—Otto B. Fesen- 
maier, New Ulm. 
“Recent Advances in 
Wellman, Rochester. 
“Systemic Lupus Erythematosis—Clinicians’ Problem.” 

—Malcolm M. Hargraves, Rochester. 
“Dermatoses of the Lower Extremities.”—Isadore I. 
Fisher, Minneapolis. 


Antibiotic Therapy.”,—W. E. 


“Physical Therapy” (20-minute movie).—Miland E. 
Knapp, Minneapolis. 
“Recent Developments in the Use of ACTH and 


Cortisone.”—Paul J. Bilka, Minneapolis. 

“Atypical Appendicitis—Diagnosis and Management.”— 
Robert E. Engstrom, Mankato. 

“Clinico-Pathologic Conference.”—A. H. Baggenstoss, 
Rochester. 


CONTINUATION COURSES 

Physical Medicine —The University of Minnesota an- 
nounces a continuation course in physical medicine to 
be presented for physicians, September 27 to 29 at the 
Center for Continuation Study. The course will stress 
the role of physical medicine in therapy in general 
practice. The care of fractures and arthritis will be 
emphasized. Symposia will be held on “The Care of 
the Hemiplegic Patient” and “Geriatric Problems.” 

Industrial Medicine-—A continuation course in indus- 
trial medicine will be held at the Center for Continua- 
tion Study on October 6. Since many general physicians 
and specialists devote some part of their time to indus- 
trial medicine, it is felt that this course may have a 
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wide interest. Dr. Arthur K. Peterson, medical direc- 
tor of the R. R. Donnelly Company of Chicago, Illinois, 
will be the guest faculty member for the course. He 
will discuss certain visual problems in industry. Other 
subjects which will be emphasized include dermatitis, 
back injuries, and lead poisoning as industrial hazards. 
Prevention, treatment, and medico-legal aspects of these 
subjects will be discussed by industrial physicians and 
clinical and full-time members of the University of 
Minnesota. 


ACTH and Cortisoné—ACTH and cortisone will be 
discussed in a one-day continuation course for physicians 
to be presented by the University of Minnesota, October 
17. The present status of these agents in therapy will 
be emphasized. Dr. Edgar S. Gordon, associate pro- 
fessor of medicine, University of Wisconsin Medical 
School, will be visiting faculty member for the course 
and will also deliver the annual Jowrnal-Lancet Lecture 
on the evening of October 17. 


Chest Diseases—Chest diseases will be the subject of 
a continuation course to be presented by the University 
of Minnesota, October 18 to 20. The course is spon- 
sored by and given with the financial support of the Min- 
nesota Chapters of the American College of Chest 
Physicians and the American Trudeau Society. Visiting 
faculty members for the course include Dr. William 
E. Adams, professor of surgery, University of Chicago 
Medical School, Chicago; Dr. Robert G. Bloch, chief of 
the Pulmonary Division of the Montefiore Hospital, New 
York; and Dr. O. A. Sander, Marquette University 
Medical School, Milwaukee, Wisconsin. 


CRIPPLED CHILDREN SERVICES 


The 1951 fall clinic schedule, conducted by the 
Division of Social Welfare, Medical Services Unit, 
Crippled Children Services, is as follows: 


Counties 


Winona 
Wabasha 
Olmsted 
Fillmore 
Houston 


Place 
Winona 


Date 
Sept. 8 


Building 


Central School 


Bemidji Beltrami 
Clearwater 


Hubbar 

Lyon 

Lincoln 
Redwood 

Lac qui Parle 
Yellow Medicine 
Technical High St. 


High School 


Sept. 15 High School 


Marshall Sept. 22 High School 


Oct. 6 
Falls Oct. 13 


Louis 
Otter Tail 
Wilkin 

Blue Earth 
Sibley 
Nicollet 


Virginia 


Fergus 


Mankato Oct. 20 Franklin School 


Le Sueur 
Watonwan 
Brown 
Martin 
Faribault 


Polk 
Norman 
Mahnomen 
Kandiyohi 
wift 
Chippewa 
Renville 
Meeker 
McLeod 


Morrison 
Mille Lacs 
Todd 


Crookston Oct. 27 High School 


Willmar Nov. 3 High School 


Little Falls Nov. 10 High School 
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complete, exclusive, 
NEUROPSYCHIATRIC 
HOSPITAL 


Ultra modern facilities and comforts at 
the lowest cost to patients. 


is din, (CRESTVIEW SAINT PAUL’S most 


e Occupational therapy and recrea- 
tional department. 


e Complete X-ray and laboratory. 


e Electrocardiography—basal metabol- 
ism. 


e Electroencephalography available. 
e All patients’ rooms air-conditioned. 


e Background music and psychotherapy 
of sound equipment. 
ity Cheerful, Inviting Rooms 
n- APPROVED by the Minnesota State Medical Associa- 
n- tion and the Ramsey County Medical Society. 
st MEMBER of the American Hospital Association. 


ng MEMBER of the Minnesota Hospital Associati 
im 


go CRESTVIEW HOSPITAL, 145 W. College Ave., Garfield 5841, St. Paul 


A non-profit organization. 





e Medically staffed by every neurol- 
ogist and psychiatrist in Saint Paul. 


e Especially trained nursing staff. 





Send for photo booklet 
and rates. 











YOUR IMPORTANT GUARANTEES 


Non-Cancellable. 

Guaranteed Renewable at Age 65. 

No Increase in Premium After Issue. 

No Riders or Restrictions Placed After Issue. 

. Non-Prorating for More Hazardous Occupations. 
6. Non-Aggregate—No Limit to Number of Claims. 
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These are yours when you own a sickness and accident policy issued by the Loyal Protective Life Insur- 
ance Company. 


In addition to a complete line of Non-Cancellable, Guaranteed Renewable, sickness and accident poiicies, 
we also write family hospitalization policies, and all forms of life insurance including annuities to provide 
complete personal protection. 


More than $37,600,000.00 Paid to Policyowners and Their Beneficiaries. 


Loyal Protective Life Insurance Company 


Home Office—Boston, Massachusetts Established since 1895 
; For more information call or write: 


CHESTER C. PETERSON, General Agent 
1910 Rand Tower, Minneapolis 2, Minnesota Phone: Li. 3348 
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Woman’s 


Auxiliary 





PRESIDENT SALUTES 
NATIONAL PRESIDENT 


Mrs. F. P. Moersch, President 


Doctors’ wives from throughout the country have long 
enjoyed and profited from the friendly and progressive 
leadership exhibited by Mrs. Harold F. Wahlquist of 
Minnesota. But now they are doubly proud that she 
has become president of the Woman’s Auxiliary to the 
American Medical Association. 

Minnesota medical women have felt that Mrs. Wahl- 
quist has been extremely instrumental in fostering the 
broad objectives of the auxiliary, not only on a local 
and state level, but on the national level, as well. Her 
able activities in all phases of auxiliary work have rec- 
ommended her to other women in the profession, and 
they know her zeal and sincerity will make her a leader 
of renown. 

Minnesota wishes to express to her its deep appre- 
ciation of her untiring work, and pledges wholehearted 
support to her as she begins her year of work as presi- 
dent of the Woman’s Auxiliary to the American Medi- 
cal Association. 


Annual Meeting Termed Success 


Representatives of the nearly 60,000 auxiliary mem- 
bers were present at the 28th annual meeting of the 
Woman’s Auxiliary to the American Medical Associa- 
tion, held June 11, Atlantic City, Mrs. Arthur A. Herold, 
Shreveport, Louisiana, president, presiding. The meet- 
ing began on Monday morning with round table discus- 
sions on public relations, legislation, Today's Health and 
program. Program chairman was Mrs. David B. All- 
man, Atlantic City. 

Total registration was 1,578. It was stressed that one 
of the major considerations for the ensuing year will 
be the organization of new auxiliaries. During 1950, 
68 new groups were formed and 875 new members-at- 
large were admitted, giving a total increase in member- 
ship of 3,954. 

Dr. Ernest B. Howard, assistant secretary of the 
American Medical Association, spoke to the auxiliary’s 
House of Delegates. Dr. Howard presented to auxiliary 
members, a round-up of American Medical Association 
news, reporting on activities and praising the auxiliary 
for its fine work. 

Among the many important business developments, 
the auxiliary voted numerous changes in the constitution 
and by-laws, chief of which was a definition of member- 
ship in the national auxiliary. Mrs. Charles Shafer, 
Pennsylvania, was appointed chairman of a committee 
to revise the auxiliary handbook. 

The auxiliary voted to contribute $10,000 to the Na- 
tional Fund for Medical Education and $100 to the 
World Medical Association. 

Mrs. Harold F. Wahlquist, in her inaugural address, 
outlined a positive program for the auxiliary during the 
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coming year. She stressed the importance of Healt! 
Days, citing Minnesota as a prime example of thei: 
effectiveness in developing comprehensive public rela- 
tions. Mrs. Wahlquist and Minnesota auxiliary delegates 
were honored by the presence of the Minnesota AMA 
delegates: Drs. J. Arnold Bargen, Rochester; George 
Earl, Saint Paul; F. J. Elias, Duluth; and W. W. Will. 
Bertha. 

Two important resolutions were adopted at the meet- 
ings: 


Wuereas, The American Medical Association has es- 
tablished an educational fund, and has contributed a half 
a million dollars to it; an 

WueEreEas, We realize that there is a need for financial 
aid to the nation’s hard-pressed medical schools; and 

WHEREAS, The immediate urgency for further finan- 
cial assistance has prompted a request from the Ameri- 
can Medical Association that members of the County 
Medical Societies make. personal contributions annually 
to this fund; 

THEREFORE, be it resolved that the members attending 
this Convention give their wholehearted support to this 
program; and 

Be Ir FurtHer Resotvep that the County Auxiliaries 
present this resolution to their members, with the con- 
sent of their County Advisory Committees, with the 
hope that it may stimulate active participation. 

x * x 

Wuereas, Our American form of government has pre- 
vailed through perilous times because of vigilance and 
courageous activity on the part of free enterprise; and 

Wuereas, It is again challenged by the infiltration of 
socialism into the government as evidenced by the plan 
to socialize American medicine; and 

Wuereas, Although the imminent dangers to social- 
ize American medicine have been temporarily allayed, 
still the socializers have not abandoned their schemes, 
but persistently continue their propagandizing ; and 

WuereAs, In view of these activities of the socializers, 
continued work is indicated so that all of the vital 
ground which has been gained is not lost; 

THEREFORE Be It RESOLVED, That the Woman’s Aux- 
iliary to the American Medical Association continue to 
activate itself against the insidious efforts of the social- 
izers by maintaining contacts with women’s clubs, by 
distribution of informational material, by speeches be- 
fore lay groups and other constructive and educational 
methods. 


HEALTH WAYS AND HEALTH DAYS 
Mrs. Waldemar G. Johanson, Health Day Chairman 


When one of Minnesota’s doctors finished the Uni- 
versity of Minnesota Medical School about fifty years 
ago, he answered a request for a doctor near an Indian 
reservation in North Dakota. One of his first acqui- 
sitions was a half-breed Indian guide who also cared 
for his carriage and two horses and acted as an inter- 
preter during consultation and treatment. 

The doctor says today that a large measure of the 
success he had in that location during seventeen years of 
practice was due to the understanding and rare adapta- 
bility of his guide, who knew his own people and lived 
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WOMAN’S AUXILIARY 





BAUER & BLACK ELASTIC STOCKINGS 








Now available in two-way stretch— 
light weight, smooth, wrinkle-free, neu- 
tral shade, inconspicuous and cool 
even when worn under sheer hose. 


Complete stock of the popular styles. — 


C. F. ANDERSON CO.., Inc. 


Surgical and Hospital Equipment 


901 MARQUETTE AVENUE ATLANTIC 6508 


MINNEAPOLIS 2, MINNESOTA 











i in their midst, but who could extend the professional programs of local schools, churches and community 
; care and influence of the doctor because of his daily organizations and, in particular, about the efforts and 
. association with him. emphases of the health-promoting agencies which affect 
Doctors’ wives are half-breed guides, also. From the _ the lives of individuals, many of whom may be his own 
1 day of her marriage to a doctor no woman is ever again — Patients. 
: an entirely lay person. Every hour of the day or night It is possible for over-enthusiastic and ill-informed lay 
is geared primarily to the needs of patients. The phone |eaders to do great harm, in spite of genuine sincerity. 
:. is her husband’s and he must be consulted about any Some of that may be avoided if doctors’ wives will 
al plans involving his time. Even the children know that participate on boards and committees, especially feeling 
concerts, picnics and trips of all kinds are only tenta- responsibility for projects pertaining to physical and 
‘ tively planned. mental health. 
l- However, a doctor’s wife on not a professional person, Dr. Austin Smith, editor of the Journal of the Amer- 
yy although her husband’s patients may look to her for ‘ Medical Associati el dike tees 1 
= far more help than she is prepared to give. pe ge 7 a sgh etal Poneto agar 
al of doctors’ wives before a National Board meeting of 
The time is past when a doctor’s wife just stayed the Woman's Auxiliary when he said, “The Woman's 
home to answer the phone and operate an emergency Auxiliary to the American Medical Association long has 
first aid station, although there is plenty of that. Much played an effective role in supporting the activities of 
misinformation has resulted because doctors’ families the American Medical Association, in working closely 
. have not taken an active part in community affairs. with individual physicians and local societies and in 
Today the doctor’s wife needs to serve on committees, advancing its own beliefs and policies to the advantage 
rs assist with drives for funds, participate in Red Cross of the general population. Thus, when health programs 
~ programs of instruction in home nursing, first aid and are proposed for all by the medical profession and when 
a blood donations, “Summer Round-up” health examina- health activities in the community must be encouraged, 
od tions of pre-school children as advocated by the Parent the members of the Woman’s Auxiliary without hesita- 
r- Teacher associations, and many other health promoting tion, figuratively speaking, roll up their sleeves and start 
efforts in her community. Auxiliary support and sound to work. . . . But, why not reverse at times the flow 
ir medical point of view are needed and very much desired of information so that a two-way street is established? 
i. in these fields, Why not, to be specific, take information received from 
‘d Members can bring back to their busy husbands, at nonprofessional groups back to the medical profession? 
the same time, extremely valuable information about the Why not bring to the local medical groups hints of 
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COMPLETE 
Saboratou, Sowice 


Deep X-Ray Therapy 
Roentgen Diagnosis 
Radium Treatment 
Radium Rentals 
Clinical Biochemistry 
Clinical Pathology 
Tissue Examination 
Clinical Bacteriology 
Interpretation of YOUR E.K.G. records 


Toxicological Examinations 


MURPHY LABORATORIES 


—Est. 1919 
Minneapolis: 612 Wesley Temple Bldg., At. 4786 
St. Paul: 348 Hamm Bldg., Ce. 7125 
If no answer call: 222 Exeter Pl., Ne. 1291 











ACCIDENT + HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 








COME FROM 
$5,000.00 accidental death............-.-. $8.00 
$25.00 weekly indemnity, accident Quarterly 
and sickness 
$10,000.00 accidental death.............. $16.00 


$50.00 weekly indemnity, accident 
and sickness 
$15,000.00 accidental death............ $24.00 
$75.00 weekly indemnity, accident Quarterly 
and sickness 
$20,000.00 accidental death............ $32.00 
$100.00 weekly indemnity, accident Quarterly 
and sickness 
Cost has never exceeded amounts shown. 
ALSO HOSPITAL POLICIES FOR MEMBERS 
WIVES AND CHILDREN AT SMALL 
ADDITIONAL COST 


Quarterly 





85c out of each $1.00 gross income used for 
members’ benefits 
$4,000,000.00 $17,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members. 
Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
49 years under the same management 
400 First National Bank Bldg., Omaha 2, Nebr. 
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health problems that the groups may not have heard of 


or, in their rush of other business, may have over- 
looked ?” 


One of the problems the medical profession has faced 
in their participation on health programs or attempts 
to co-operate with lay groups on health promoting proj 
ects, has been their lack of time for proper education. 
Doctors’ wives have two courses of action in helping 
their husbands. They can help lay groups plan the pro- 
gram for their meetings, using speakers, exhibits, 
pamphlets and other literature, films and demonstrations 
which are approved by the medical society or Minne- 
sota State Medical Association office, or they can ini- 
tiate and plan a public program under their own aus 
pices. 

The reports of various state presidents are filled with 
statistics of meetings, Health Days and Health Institutes. 
More than 12,000 women have attended health meetings 
sponsored by the auxiliaries of Louisiana the past year. 

Every county auxiliary must discuss what type of 
service they can best offer their community and set to 
work making the finest plans, using the best available 
resources. 

The Auxiliary is particularly concerned this year with 
Health Days, which are initiated by the county auxil- 
iaries, supported by the county medical societies and 
co-operated in by the agencies and organizations which 
promote health in the community. There is helpful 
material to use in planning a single meeting, an entire 
day or an institute of several days. The Minnesota 
State Department of Health has trained staff members 
ready to give excellent advice on films, exhibits, and 
literature. 

Assign a committee to begin plans immediately. Sam- 
ple copies of Health Days in other communities are 
available, suggestions on how to begin and how to 
proceed, groups to contact and ways to gain support 
will be sent to anyone requesting it. 

Whether she is one doctor’s wife in an isolated com- 
munity or a member of an organized auxiliary in a 
metropolitan area, the auxiliary member should assume 
her responsibility as an interpreter of the medical pro- 
fession and the public which wants help in_ building 
positive health for itself and its children. 


STATE PRESIDENT SETS 
FALL CONFERENCE DATE 


October 12 has been set as the date for the annual 
Fall Conference for School of Instruction by Mrs. F. 
P. Moersch, president of the Woman’s Auxiliary to the 
Minnesota State Medical Association. 

Mrs. Moersch announced that the meeting will be held 
in the Hotel Lowry, Saint Paul, beginning at 9 a.m. 
with the registration and general business meeting in the 
Fiesta room. The luncheon will be in the Terrace at 
1 p.m., where the remainder of the meeting will be held. 


Program details will be forthcoming. 
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WHERE 
ALCOHOLICS 
ACHIEVE 
INSPIRATION 
FOR 
RECOVERY 


Where gracious living, a 
homelike atmosphere and 
understanding compan- 
ionship contribute to suc- 
aa cessful rehabilitation. 
Phe Phe 
200 acres on the shores of beautiful Lake Chisago 
The methods of treatment used at the Hazelden Foundation are based on a true understanding of the 
problem of alcoholism. Among the founders of the nonprofit Hazelden Foundation are men who have re- 


covered from alcoholism through the proved program of Alcoholics Anonymous and who know the problems 
of the alcoholic. All inquiries will be kept confidential. 


HAZELDEN FOUNDATION 


Lake Chisago, Center City, Minn. Telephone 83 

















Dilaudid hydrochloride 


(dihydromorphinone hydrochloride) 
COUNCIL ACCEPTED 


Powerful opiate analgesic - dose, 1/32 grain to 1/20 grain. 
Potent cough sedative - dose, 1/128 grain to 1/64 grain. 
Readily soluble, quick acting. 


Side effects, such as nausea and constipation, seem less 
likely to occur. 


An opiate, has addictive properties. 


Dependable for relief of pain and cough, not administered 
for hypnosis. 





@ Dilaudid is subject to Federal narcotic regulations. Dilaudid, Trade Mark Bilhuber. 
 Bilh ae Bs 1a Ts ee aE : | : eR RE Peer nts se cae . ; 
_ Bilhuber-Knoll Corp. Orange, 
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In Memoriam 





J. E. BROSSEAU 


Dr. J. E. Brosseau died suddenly at his home in 
Argyle, Minnesota, on June 11, 1951, at the age of 
seventy-five. 

Dr. Brosseau was born at Clyde, Kansas, December 5, 
1875. He received a degree in Pharmacy and a B.S. de- 
gree from Brookings State College, South Dakota, be- 
fore studying medicine at the University of Illinois, 
where he graduated in 1906. 

He practiced in Chicago for two years following grad- 
uation and in 1908 moved to Frankfort, South Dakota, 
where the family lived until 1925. Since 1925 they have 
lived at Argyle, Minnesota. 

Dr. Brosseau was a member of the Red River Valley 
Medical Society from 1929 to 1931. He was affiliated 
with the Modern Woodmen and Knights of Columbus 
lodges. 

On August 29, 1910, Dr. Brosseau was married to 
Elizabeth Young at Aberdeen. He is survived by his 
widow, two daughters and two sons. 


JOHN M. FALLON 


Dr. John M. Fallon, director of the Fallon Clinic at 
Worcester, Massachusetts, died June 20, 1951, at the age 
of fifty. Dr. Fallon was a Fellow at the Mayo Clinic in 
1929 and had recently been elected president of the Mayo 
Foundation Alumni Association. 


ABEL RUDOLPH ELLINGSON 


Dr. A. R. Ellingson, of Detroit Lakes, died following 
a cerebral hemorrhage May 21, 1951, at St. Barnabas 
Hospital, Minneapolis, at the age of fifty-four. 

He was born at Northwood, Iowa, November 23, 1896. 
He received a B.A. degree from Luther College at De- 
corah, Iowa, before obtaining B.S. and M.D. degrees 
from the University of Minnesota in 1925. In later years 
he took graduate work at Tulane University, New Or- 
leans. 

Dr. Ellingson was associated with Dr. W. W. Will at 
Bertha following his graduation from medical school. 
In 1926, he went to Detroit Lakes and was associated 
with the late Dr. O. O. Larsen and Dr. Thorvald Vaaler, 
and in 1948 with Dr. William D. Dodds. He had served 
as Becker County coroner for the past twelve years. 

On June 11, 1927, Dr. Ellingson married Lila Schaer 
of Minneapolis. She and three sons, William, Raymond 
and Thomas, survive him. 

Dr. Ellingson was prominent in civic and medical af- 
fairs at Detroit Lakes. He served as president of the 
Civic and Commerce Association in 1938 and 1939. He 
was a past president of the Kiwanis Club and the Clay- 
Becker Medical Society, a member of the Minnesota 
State Medical Association and the American Medical 
Association. He was also a Fellow in the American Col- 
lege of Surgeons. He served several terms as a member 
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of the city school board and was active in the Country 
Club. He was a member of the First Lutheran Church. 


JOHN THOMAS LAUGHLIN 


Dr. John T. Laughlin of Grey Eagle, Minnesota, died 
suddenly June 11, 1951, from a coronary occlusion. He 
was sixty-eight years old. 

Dr. Laughlin was born in Custer, Wisconsin, Septem- 
ber 26, 1882. He graduated from Marquette Medical 
School May 8, 1908, and had practiced at Grey Eagle for 
over thirty-seven years. 

He was a member of the Upper Mississippi Medical 
Society, the Minnesota State Medical Association and the 
American Medical Association. He was also a member 
of the staff of St. Gabriel’s Hospital at Little Falls and 
of St. Michael’s Hospital at Sauk Centre, Minnesota. 

Dr. Laughlin is survived by his wife and two daugh- 
ters, Mrs. Phillip Prince of Wheaton, Illinois, and Mrs. 
Blakeslee Colby of Westborough, Massachusetts. 


LESTER MACLEAN 


Dr. Lester MacLean, a resident of Chicago Heights, 
Illinois, and a former resident of Saint Paul, Minnesota, 
drowned in Farm Island Lake, near Aitken, Minnesota, 
on July 6, 1951. 

Dr. MacLean was thirty-three years of age and a 
graduate of the University of Minnesota Medical School. 
He was a combat surgeon during World War II. 

Dr. MacLean was the son of Dr. Malcolm Shaw Mac- 
Lean, founder and former dean of the general college at 
the University of Minnesota. The elder MacLean left the 
University in 1940 to become president of Hampton 
Institute at Hampton, Virginia. He now is on the 
faculty of the University of California at Los Angeles. 

Dr. MacLean is survived by his widow and two-year- 
old daughter. 


HENRY S. NELSON 

Dr. Henry S. Nelson, of Minneapolis, died June 8, 
1951, at the age of eighty-six. 

Dr. Nelson was a graduate of the University of Minne- 
sota Medical School in 1893. He practiced in Minne- 
apolis for over fifty years until his retirement about 
fifteen years ago. 

He was a member of the Hennepin County Medical 
Society, the Minnesota State Medical Association and 
the American Medical Association. He was also a mem- 
ber of the Minneapolis Masonic Lodge 19, Scottish Rite, 
and Zuhrah Temple of the Shrine. 

Dr. Nelson is survived by his widow, Catherine. 


DONALD W. POLLARD 
Dr. Donald W. Pollard, superintendent of the Minne- 
apolis General Hospital since 1941, died at the hospital 
June 25, 1951, following a heart attack. He was forty- 
nine years old. 
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ANYTOWN, U. S. A. 


The next time you are traveling, make it a point to notice the character and development of 
the communities you pass through. As villages and cities grow their facilities and services are 
expanded. Bigger schools, more hard-surfaced streets, waterworks, sewage treatment, sidewalks 
and curbing, street lights and recreational facilities are some of the capital improvements com- 
munities require as they advance. Many of the relatively small communities now have water- 
works systems, usually the easiest municipal service to recognize because fire hydrants and the 
water tower are very apparent. 


Municipalities logically pay for most such improvements by the instalment plan so that those 
citizens who benefit from the improvement are the ones who pay for it. If a village were to set 
aside money from tax collections each year for twenty years until sufficient funds were accu- 
mulated to construct a waterworks system, it is quite likely that many of the taxpayers who 
provided part of the money would not be located there when the system was eventually con- 
structed. Conversely, new residents could benefit from a new system without contributing to 
the cost. 


The financing of such capital improvements is usually provided for through the issuance of 
municipal bonds, payable at a given rate of interest over a period of years. In this manner the 
debt can be liquidated partially each year as tax collections and other revenues are received. 
As security for the payment of the bonds the village might offer its power to levy a tax against 
all of the taxable property within the village, to pledge the proceeds of special assessment taxes 
levied against certain benefited property, to pledge the net revenues of revenue-producing oper- 
ations or any combination of these. 


We are merchants and our merchandise is municipal bonds. We make an outright purchase 
of an entire issue of bonds from a community, thereby giving the municipality assured funds, and 
in turn offer the bonds (denominations of $1,090 each) to our customers in amounts and ma- 
turity dates of their choice. Because the income from obligations of states, municipalities and 
other municipal subdivisions has always been exempt from federal income taxes and because of 
the inherent security of municipal bonds we suggest that you write us for specific offerings of 
municipal bonds that might well fit into your own savings and retirement program. 


JURAN & MOODY 


MUNICIPAL SECURITIES EXCLUSIVELY 
TELEPHONES 
St. Paul: Cedar 8407 
Minneapolis: Nestor 6886 


GROUND FLOOR 
Minnesota Mutual Life Bldg. 
St. Paul 1, Minnesota 








Dr. Pollard received his medical degree from the 


He returned to General hospital in 1945 after serving 





University of Minnesota Medical School in 1927 and 
virtually grew up in the Minneapolis General Hospital. 
He served a clerkship there in 1925 and his internship in 
1926 and was receiving physician there for two years fol- 
lowing graduation from the University. 

After a short time in private practice, Dr. Pollard 
returned to the hospital staff as assistant city physician. 
In 1931 he was named acting city physician and in 1939 
he became acting superintendent of the hospital. 

In 1941 he was named superintendent. 

During World War II, Dr. Pollard was on a two- 
year leave of absence from his hospital post, serving as 
major in the army medical corps. 
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at Kennedy General hospital, Memphis, Tenn., and at 
other army installations in the south. 

A native of Minneapolis, Dr. Pollard was a graduate 
of Central high school. He was a member of the 
Masonic lodge, Scottish Rite, and Zuhrah temple of the 
Shrine. 

Dr. Pollard also was a member of the American 
Medical Association, the Minnesota State Medical As- 
sociation and Hennepin County Medical Society. 

Survivors are his wife, Marian J.; two sons, John and 
Ralph; a daughter, Mary; his father, William, and a 
brother, Seth C., all of Minneapolis, and a sister, Mrs. 
Charles Farr, Duluth, Minn. 
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- Of General Interest + 





The attention of physicians is called by the U. S. 
Food and Drug Administration to a worthless and 
extremely dangerous remedy advertised as a sub- 
stitute for insulin for diabetics. Newspapers and 
magazines in about a dozen cities have carried ads for 
the preparation, called Cacalla Composita, Mexican 
Indian Root, and offered by the Mexican Indian Root 
Company, Mexico City, under the name of Dr. 
Miguel C. Martinez, general manager. It is priced at 
$15 and $25, cash in advance and transmitted by mail. 
The AMA’s Bureau of Investigation first called the 
situation to the attention of the Federal Drug Ad- 
ministration. Knowledge of the possession of any of 
this fake remedy by patients should be submitted to 
the Federal Drug Administration. 

* * * 


Dr. Irving C. Bernstein has opened an office at 312 
LaSalle Building, Minneapolis, for the practice of 
medicine. Dr. Bernstein, who recently completed a 
residency in psychiatry at the University of Colorado 
Medical Center, Denver, is limiting his practice to 
psychiatry. 

* * * 

Dr. Elmer C. Paulson joined the Worthington 
Clinic on July 1 as radiologist. Dr. Paulson practiced 
in Dalton and Elbow Lake and was in the Army 
Air Force before completing a three-year fellowship 
in radiology at the University of Minnesota. Dr. 
Paulson grew up in Fergus Falls. His father was a 
great friend of Dr. B. O. Mork, Sr., the two having 
lived at Hills before the latter moved to Worthington. 

$6 ¢ 

The St. Louis Park Medical Center, 4959 Excelsior 
Boulevard, which began operations on July 1, in- 
cludes the following on its medical staff: Dr. Arnold 
S. Anderson, Dr. Alex Barno, Dr. Donald W. Free- 
man, Dr. Sewell S. Gordon, Dr. Robert A. Green, Dr. 
Wyman E. Jacobson, Dr. John W. LaBree and Dr. 
Richard J. Webber. 

* * * 

Dr. Henry L. Ulrich and Dr, Charles N. Spratt, 
Minneapolis, members of the Class of 1901 at Johns 
Hopkins, recently attended their fiftieth reunion. 
Eight of the fourteen remaining members of the class 
of fifty returned for the reunion. 

¢# 


The Bemidji Clinic acquired a new staff member on 
July 3. He is Dr. Leslie C. Lundsten, who is spe- 
cializing in the practice of internal medicine. A grad- 
uate of the University of Illinois School of Medicine, 
Dr. Lundsten has taken postgraduate training in 
electrocardiography at the University of Illinois and 
has served for almost two years in the Army Air 
Force. He recently completed three years as a resi- 
dent in internal medicine at Hines Veterans Ad- 
ministration Hospital, Hines, Illinois. 
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Dr. Samuel S. Beirstein and Dr. Michael J. Feeney 
have opened offices at 507 Physicians and Surgeons 
Building, Minneapolis, for the practice of urology. 

Ss 

Elected as president of the Minnesota Heart Asso- 
ciation at the annual meeting in Saint Paul on July 
10 was Dr. F. J. Hirschboeck, Duluth. Named to the 
board of directors were Dr. Earl E. Barrett, Duluth, 
and Dr. W. S. Neff, Virginia. 

ees 

Dr, Ralph L. Estrem has returned to practice with 
the Estrem Clinic in Fergus Falls after a leave of 
absence of two and one-half years for special study. 
During his absence from the clinic he studied x-ray 
diagnosis at Northwestern Hospital, Minneapolis, and 
internal medicine at Ancker Hospital, Saint Paul. 

’ *¢ © 

It was announced on July 2 that two consultants 
had been added to the staff of the Mayo Clinic, 
Rochester. Appointed were Dr. Maurice J. Barry, Jr., 
formerly of Indianapolis, Indiana, in the section on 
neurology and psychiatry, and Dr. Einer W. John- 
son, Jr., formerly of Colorado Springs, Colorado, in 
the orthopedic section. 

Dr. Barry, a graduate of the University of Indiana 
Medical School, interned at Indianapolis General 
Hospital and was a resident in psychiatry at Pennsyl- 
vania Hospital in ‘Philadelphia. He served two years 
in the army and joined the Mayo Clinic in July, 1950. 

Dr. Johnson, after his graduation from the Uni- 
versity of Minnesota Medical School, interned at 
Milwaukee County Hospital and then served in the 
navy. He entered the Mayo Foundation in 1946 and 
received his M.S. degree in orthopedic surgery in 
June, 1950, after which he began practice in Colorado 
Springs. 

i a 

Dr. Henry E. Michelson was elected a correspond- 
ing member of the British Association of Derma- 
tology on June 25 at Oxford, England. 

* * * 

All physicians of Minnesota are invited to submit 
to MINNESOTA MEDICINE items “of general interest” con- 
cerning themselves or their colleagues. Only the facts are 
needed, since items can be rewritten for consistency of 
style. To avoid important omissions, it is suggested that 
when submitting items the standard reportorial questions 
be answered: who, what, where, when, and in some cases, 
how and why? Items can be sent to MINNESOTA MEDI- 
CINE, 2642 University Avenue, Saint Paul 4, Minnesota. 

* ¢ @ 

Dr. Richard W. Anderson, a diplomate of the 
American Board of Psychiatry and Neurology, has 
become associated with Dr. Gordon R. Kamman in 
the practice of psychiatry and neurology at 1044 
Lowry Medical Arts Building, Saint Paul. 
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225 Sheridan Road 





A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


Phone Winnetka 6-0211. 








Dr. John O’Leary, who recently completed his 
internship at St. Mary’s Hospital, Minneapolis, joined 
the staff of the Seifert Clinic at New Ulm on July 1. 
Dr. O’Leary is a graduate of the University of Min- 
nesota Medical School. While in school, he won a 
$500 Borden Foundation award for his research work 
in brucellosis with Dr. Wesley W. Spink. 


* * * 


Dr. H. T. Petraborg has moved into newly re- 
modeled offices in the Sergent Building in Aitkin. The 
offices include a reception room, business office, x-ray 
room, minor surgery room, laboratory, examining 
room and private office. 

* * * 


To improve instruction in cancer diagnosis and 
treatment by future physicians, dentists and osteo- 
paths, Public Health Service grants of $885,067 were 
recently made by the Cancer Institute of the National 
Institute of Health, Thirty-seven medical schools and 
sixteen dental schools were the recipients of these 
grants, which were approved by Surgeon General 
Leonard A. Scheele of the Public Health Service, 
following recommendations made by the National 
Advisory Cancer ‘Council. Except for a new grant to 
establish a cancer training program at the University 
of Puerto Rico Medical School, all fifty-three grants 
were made to continue, expand or improve existing 
programs. 

Represented in the new grants for cancer training 
were professional schools in twenty-eight states, the 
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District of Columbia and Puerto Rico. Since 1947, 
when such grants to medical and dental schools were 
first made, seventy-eight of the nation’s seventy-nine 
medical schools and thirty-nine of the forty-two 
dental schools have been aided. 

Cancer teaching grants, which are renewable an- 
nually, enable professional schools to employ faculty 
members to co-ordinate and strengthen their cancer 
instruction programs in the classrooms and clinics as 
well as to procure required cancer training materials. 
Medical schools are limited to $25,000 annually for 
four-year schools and $5,000 for two-year schools; 
dental schools to $5,000 annually. 


* * * 


Dr. David D. Allison has begun medical practice in 
the former offices of Dr. K. J. Kelley in Litchfield. 
A graduate of the University of Minnesota Medical 
School, Dr. Allison served his internship at Ancker 
Hospital, Saint Paul. Dr. Kelley moved from Litch- 
field on July 1 to study pediatrics at the University 
of Utah in Salt Lake City. 


* * * 


Dr. Thomas Lowry, chief of internal medicine at 
Minneapolis General Hospital, was named temporary 
medical director of the hospital on July 6 The 
board of public welfare made the appointment pend- 
ing the selection of a successor to the late Dr. D. 
W. Pollard, hospital superintendent, who died on 
June 27. 
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The Minnesota Selective Service Board announced 
early in July that Minnesota’s July quota in the draft 
of medical men would be thirteen physicians. The 
national Selective Service headquarters stated that a 
total of 717 doctors in the nation would be called into 
active service in July. 

x * * 

Bids on construction of the redesigned Mayo Me- 
morial Medical Center at the University of Minnesota 
will be opened on August 29, a University spokesman 
said on July 12. Originally planned to be a twenty- 
two-story building, the project had to be scaled down 
to twelve stories when the 1951 state legislature did 
not appropriate additional needed funds. Work on 
the foundation of the center has already been com- 
pleted. 

x * * 

Early in July, Dr. William H. Thomas of Howard 
Lake purchased the office building and lot of the late 
Dr. L. Harriman. Following the purchase, Dr. 
Thomas had the entire interior of the building re- 
modeled and redecorated so as to increase the num- 
ber of rooms. Assisting Dr. Thomas in conducting 
the practice is Dr. Gerard R. Hassett, formerly of 
Mankato, who began his new duties during the sec- 
ond week of July. 

x * x 

Dr. C. L. Sherman, Luverne, was elected president 
of the Southwestern Minnesota Sanatorium Commis- 
It was 
the thirty-seventh consecutive time that he had been 
named to the post. Dr. Sherman, the only remain- 


sion at a meeting at Worthington on July 5. 
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ing original commission member, first became pres- 
ident in 1915, when the institution first opened. 
- * -® 

Dr. George H. Mesker, Olivia, celebrated his sey- 
enty-eighth birthday on July 10. Dr. Mesker began 
practice at Olivia in 1896, then left in 1944 to accept 
a position with the army at a Japanese languaye 
school in Savage. About a year ago he returned to 
live at Olivia. 

* es 

The community of Hayfield paid tribute to Dr. H. 
R. Baker on July 8 for his thirty-nine years of servy- 
ice in the community. At special ceremonies held in 
the school auditorium and sponsored by the Hayfield 
Chamber of Commerce, residents praised Dr. Baker 
for his years of work and presented him with a wrist 
watch as a token of the community’s affection and 
regard for him. The principal speaker at the gather- 
ing was Dr. Roger Kennedy of Rochester. 

Dr. Baker, a graduate of Hamline University in 
1907, practiced at Eveleth and Waltham before he 
moved to Hayfield in 1912. He has been a delegate 
to the House of Delegates of the Minnesota State 
Medical Association for five years and has held nu- 
merous offices in his local county society. 

* * * 

Dr. Dean D, Nyall became affiliated with the Slay- 
ton Clinic at Slayton on July 15. A graduate of the 
University of Nebraska Medical School, he served 
his internship at the University Hospital in Omaha. 

* * * 

After several months of active duty with the U. S. 
Army in Korea, Dr. John R. Utne returned to his 
home in Northfield on June 25 to spend a leave with 
his family. He expected to be stationed at Seattle, 
Washington, at the conclusion of his leave. 

* * * 

The Northwestern Clinic in Crookston acquired a 
new physician late in June when Dr. Howard M. 
Wikoff, formerly of Bemidji, became a member of 
the staff. A graduate of the University of Minnesota 
Medical School, Dr. Wikoff interned at Minneapolis 
General Hospital and then served in the army for 
four years. He spent two and a half years overseas, 
working in the same hospital with Dr. R. O. Sather, 
also a member of the Northwestern Clinic. Follow- 
ing his army service, Dr. Wikoff took postgraduate 
work in internal medicine at the University of Min- 
nesota for three and a half years. He then practiced 
in Bemidji for two years. 

x * * 

Dr. Paul C. Leck, Austin, has been named to the 
executive committee of the Minnesota ‘Public Health 
Association. Dr. Leck is president of the Mower 
County Public Health Association. 

* * * 

Dr. George B. Eusterman, former head of a sec- 
tion of medicine at the Mayo Clinic, will become 
senior consultant in medicine at the Berry Clinic in 
Atlanta, Georgia, in October, Dr. Eusterman first 
entered the Mayo Foundation in 1908, and in 1919 he 
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became head of a medical section in the clinic. He 
retired from the clinic staff in April, 1949. 
* * x 
On June 27, Dr. F. H. Walter of International 
Falls opened a new suite of offices and announced 
that he was no longer associated with the Falls 
Clinic. His new offices include eleven rooms. 
* * co 
Dr. Robert F. Swanson, formerly of Mondovi, Wis- 
consin, moved to Pequot Lakes during the first week 
of June and opened offices for the practice of med- 
icine in the Pequot Lakes Clinic Building. A grad- 
uate of Northwestern University Medical School, Dr. 
Swanson served in the army for three years and in 
1946 began practice in Mondovi. 
* * x 
At the annual meeting of the Hennepin County 
Tuberculosis Association in Minneapolis on June 25, 
Dr. Asher A, White of Minneapolis was elected pres- 
ident of the organization. 
* * x 
Dr. John D. Camp, former consulting physician in 
the roentgenology section of the Mayo Clinic, moved 
to Los Angeles on August 1 and entered the private 
practice of radiology. In Los Angeles he is senior 
radiologist at the 500-bed Hospital of the Good Sa- 
maritan. 
Dr. Camp first joined the Mayo Foundation in 
1922, and in 1946 he became a professor of radiology. 
In 1949 the highest honor of the Radiological Society 
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of North America was bestowed upon him for his 
outstanding work in the field. 
* * * 

Dr. John H. Allen, formerly of Saint Paul, has 
become associated in practice with Dr. L. G, Smith 
in Montevideo. A graduate of the University of Min- 
nesota Medical School, Dr. Allen served his intern- 
ship at Ancker Hospital, Saint Paul. 

x oe Ok 

Construction work was started during the middle 
of June on a new community clinic building in Mc- 
Intosh. When completed, the eleven-room clinic will 
be in charge of Dr. C. L. Roholt of Waverly, assisted 
by Dr. W. H. Henney, McIntosh. 

* * x 

Dr. L. K. Onsgard, Houston, has been appointed 
chairman of the Houston County Public Health As- 
sociation. He succeeds Dr. J. W. Helland, Spring 
Grove, who resigned after serving as chairman for 
twenty years. x * x 


Dr. and Mrs. R. K. Ghormley returned to Roch- 
ester early in June from a seven-week trip to Europe. 
During the trip Dr. Ghormley attended several med- 
ical meetings in various European countries. 

x ok * 

Two physicians affiliated with the Slayton Clinic 
began practice in different cities during the middle 
of July. The two are Dr, V. A. Doms and Dr, O. A. 
Wisness. 

Dr. Doms, who joined the Slayton Clinic in Jan- 
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uary, 1949, moved to Elbow Lake on July 10 to be- 
come associated in practice with Dr. Lester R. and 
Dr. Lillian B. Parson, both of whom, it was said, 
planned to retire within the next few years. 

Dr. Wisness, who moved to Slayton in November, 
1948, terminated his connection with the clinic on 
July 15 and began practice in Comfrey. He purchased 
the practice there of Dr. F. C. Gibbons. Dr. Gibbons, 
who practiced in Comfrey for twenty years, has 
moved to Long Beach, California. 

* * * 

Dr. Earl V. Wetzel, who practiced in St. Cloud for 
the past four years, moved to Saint Paul on July 1 
and joined the staff of Ancker Hospital. He is 
specializing in obstetrics and gynecology. 

* * * 

After four years of practice in Farmington, Dr. 
Norton Rogin left on July 1 to begin a three-to-four- 
year study in specialized surgery at the Minneapolis 


Veterans Hospital. 
o aa 


Principal speaker at a meeting of the Rochester 
Rotary Club on June 21 was Dr. E. H, Rynearson, 
Rochester, who presented impressions and observa- 
tions of his recent trip to Europe. 


* * x 


Dr. A. Eugene Muller has moved into new offices 
at 147 Seventh Avenue N. E., North Saint Paul. The 
building, construction of which was completed re- 
cently, is of modern design and houses numerous 
consultation, examining and treatment rooms. New- 
ly associated in practice with Dr. Muller in the offices 
is Dr. Richard J. Sells, a graduate of the University 
of Minnesota Medical School. 


* * * 


Detroit Lakes recently acquired two new physi- 
cians when Dr, Mark E. Odland and Dr. Ernest S. 
Lorentzen joined the firm of Dr. L. H. Rutledge and 
Dr. C. W. Moberg. 

Dr. Odland, a graduate of the University of Min- 
nesota Medical School, served his internship at Min- 
neapolis General Hospital. Dr. Lorentzen, a grad- 
uate of Northwestern University Medical School, 
also interned at Minneapolis General Hospital. 
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Residents of Kimball and the surrounding area 
gathered in the school auditorium on June 17 to 
honor Dr. George E. Sherwood, who has practiced 
medicine in Kimball for more than fifty years. 

At the ceremonies, tribute was paid to Dr. Sher- 
wood by numerous speakers, and he was presented 
with a commemorative plaque. Among the speakers 
were Dr. J. P. McDowell and Dr. R. N. Jones, both 
of St. Cloud, and Dr. A. M. Ridgway, Annandale. 

Dr. Sherwood, a graduate of the University of 
Minnesota Medical School, began practice at Dassel 
in 1894. He practiced there until 1900, when he 
moved to Kimball. 

* * x 

Dr. C. J. Stadem, Dr. A. L. Walonick and Dr. J. G. 
Adelmann, a dentist, all formerly of Minneapolis, 
are now in practice in Twin Valley in a new office 
building known as the Twin Valley Medical Center. 
The building was erected last winter by the Twin 
Valley Hospital-Clinic Building Association. 

* * * 

Dr, J. T. Boswell closed his office in Wanamingo 
on June 15 and reported at Norfolk, Virginia, on 
July 1 for active duty in the navy. He had practiced 
at Wanamingo for about one year. 

* * * 

Dr. and Mrs. R. E. Fricke, Rochester, spent June 
and July on a trip through England, France, Den- 
mark, Sweden, Norway, Scotland, Switzerland and 
Holland. 

* * * 

Formerly of West St. Paul, Dr. J. A. Malerich is 
now living at Globe, Arizona, where he is taking a 
year of rest because of ill health. At the end of a 
year he expects to return to his practice at West 
Saint Paul. 

* * * 

Dr. George N. Rysgaard joined Dr. S. T. Kucera 
in the practice of medicine in Northfield on July 1. 
A graduate of the University of Minnesota Medical 
School, Dr. Rysgaard served his internship at Min- 
neapolis General Hospital. 

* * * 


One of Duluth’s oldest practicing physicians. Dr. 
William R. Bagley, has published a booklet entitled 
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“Life and Its Obligations.” In it he states that mil- 
lions of people are gradually committing suicide 
through the use of liquor, cigarettes and narcotics. 
He points out that although nature is filled with ani- 
mals, birds and plants struggling to live, man seems 
to be trying to destroy himself. After thoroughly 
condemning smoking, drinking and drug-taking, Dr. 
Bagley points to the laws of nature and gives as his 
thesis: “We must live. That is the testimony of all 
life we know.” 
*. ££ ~@ 

Dr. M. W. Comfort, Rochester, was installed as 
president of the Mayo Foundation chapter of Sigma 
Xi at a meeting of the organization on June 21. 

* * * 

Dr. John E. Verby, Jr., Litchfield, was one of the 
thirteen Minnesota physicians called to active duty 
in July in the first draft of medical men since World 
War II. Dr. Verby began practice in Litchfield in 
November, 1949. He expects to return to his practice 
there when his term of service is ended. 

* * * 


Dr. Peter J. Schultz has moved his offices from 6 
East Diamond Lake Road to 624 West Fifty-fourth 
Street, Minneapolis. 

* * * 

On June 20, Dr. Nels M, Strandjord, Virginia, an- 
nounced that he plans to move to Africa in the fall to 
take a position at a 140-bed hospital in Tanganyika. 
He will be physician and teacher in the hospital, 
which is operated by the German Lutheran Church 
in a village of about 10,000 persons in northern Tan- 
ganyika. Dr. Strandjord has been associated with 
the Lenont-Peterson Clinic in Virginia for the past 
three years. 

* * * 

The Hennepin County Tuberculosis Association 
launched a campaign on June 25 to get Minneapolis 
hospitals to take a chest x-ray film of every newly 
admitted patient. The association announced plans 
to spend $4,700 in the next year to get the plan 
started. The group pointed out that there would be 
many benefits in the plan through the early detection 
of new cases of tuberculosis, lung cancer and other 
diseases. The cost to each patient would probably 
be about $1.50 or $2 for a screening-size x-ray. 

* * * 

Dr. and Mrs, Howard K. Gray returned to Roch- 
ester on June 14 from a trip through Europe. Dur- 
ing the trip, which began on March 14, Mr. Gray 
gave eighteen lectures before medical and surgical 
groups overseas. 


HOSPITAL NEWS 


Six Minnesota hospital projects have been put on 
the construction schedule by the Minnesota Health 
Department and are therefore well on the way to 
obtaining federal funds to partly finance building 
costs. The six hospitals are at Crookston, Madison, 
Hastings, St. Cloud, Shakopee and Glenwood. 
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AT YOUR CONVENIENCE, 
DOCTOR... 


you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street fioor of the Foshay Tower, 100 South 
Ninth Street. 


With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. 
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The new east wing addition to the Charles T. 
Miller Hospital in Saint Paul is well under way. When 
completed, it will add 135 more beds on the third 
to sixth floors, operating rooms and post-anesthesia 
rooms on the second floor, diagnostic and therapeutic 
x-ray department and physiotherapy on the first 
floor, clinical and pathological laboratories on the 
ground floor, and sterilizing, central supply and a 
pharmacy in the basement. 

The expansion was made possible by the public 
campaign for funds in 1948, when approximately 
$1,800,000 of the estimated cost of $2,000,000 was 
subscribed. The addition will help somewhat to re- 
lieve the shortage of hospital beds which has been 
in evidence in Saint Paul as well as throughout the 
country during the past decade and which is the 
result of a number of factors not likely to undergo a 
change in the near future. 

* * * 

The daily cost of caring for patients at the Mineral 
Springs Sanatorium has more than doubled in the 
last ten years, it was revealed in a report made by 


Dr. Ezra V. Bridge, medical director and superin- 
tendent, late in June. Total cost per patient per day 
during 1950 was about $5.69, compared to a cost of 
$2.13 in 1941. 

* OK as 

Plans and specifications for a surgical research 
building at Ancker Hospital, Saint Paul, were to be 
drawn immediately and bids taken on the construc- 
tion, it was announced on June 20. The planned 
structure is expected to cost about $75,000, and it 
will be financed by $30,000 in city and county funds 
and through additional funds from private donations, 

* * * 

More than 2,000 persons attended the dedication 
of the new $276,000 Pelican Valley Hospital at Pel- 
ican Rapids on June 28. Dr. M. M. Hargraves, Roch- 
ester, delivered the dedicatory address for the twenty- 
five-bed institution, 

*x* * * 

First steps towards the construction of a $1,707,000 
addition to St. John’s Hospital in Saint Paul have 
been the tearing down of the former nurses’ home on 
the grounds and the construction of two temporary 
structures for offices of the contractors. 

Official ceremonies were held on May 6, attended 
by about 300 friends of the hospital. Speakers were 
Harry C. Manke, president of the board of directors; 
Thor Becken, chairman of the building committee; 
Herbert P. Buetow, chairman of the fund-raising 
committee, and Dr. Helen Knudsen of the State 
Board of Health. Guests of honor included Dr. F. J. 
Plondke, founder of the hospital and medical direc- 
tor; Miss Magdalena M. Rau, superintendent of the 
hospital since its inception, and Carl Ave-Lallemant, 
assistant superintendent. 

Mr. Buetow spoke of the need for more hospital 
beds in St. John’s Hospital and in Saint Paul and 
of the effect of increased cost of hospital construction, 
which required an appeal for additional help from the 
churches. They responded in the amount of $100,000, 
and another $100,000 from the Louis W. and Maud 
Hill Family Foundation cleared the way for the at- 
tainment of the original plans. Federal aid through 
the Hill-Burton bill assisted to the extent of $330,000. 

The entire fourth or top floor of the addition will 
be devoted to a chronic disease unit to be dedicated 
as a memorial to Louis W. and Maud Hill. 

* * * 

The Mount Sinai Hospital in Minneapolis opened 
its maternity section on June 19. It was the third de- 
partment in the new hospital to be opened for service. 
Chief of the obstetrics medical staff is Dr. Milton 
Abramson. 
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REST HOSPITAL 


2527 Second Avenue South, Minneapolis 


A quiet, ethical hospital with therapeutic facilities 
for the diagnosis and treatment of nervous and 
mental disorders. Invites co-operation of all repu- 
table physicians. Electroencephalography avail- | 
able. 


PSYCHIATRISTS IN CHARGE 


Dr. Hewitt B. Hannah 
Dr. Andrew J. Leemhuis. 

















The Birches Sanitarium, Ine. 


A hospital for the care and treatment of 
Nervous and Mental disorders. 
ful environment. 
Recreational and occupational therapy. 


2391 Woodland Avenue 
Duluth 3, Minnesota 


Quiet, cheer- 
Specially trained personnel. 


Dr. L. R. Gowan, M.D., M.S., Medical Director 








BLUE CROSS-BLUE SHIELD NEWS 


During the recent annual meeting of Blue Cross-Blue 
Shield Plans, the Medical Directors sessions were largely 
devoted to a consideration of eliminating unnecessary 
hospitalization for diagnostic services only, shortening 
hospital stay when medically proper, and reducing to a 
minimum all ancillary services. Complete understanding 
and co-operation of doctors throughout the country, it 
was concluded, should provide the solution of these basic 
Blue Cross problems. 

Both Blue Cross and Blue Shield are intended pri- 
marily to keep costs of hospital and medical care within 
the financial reach of all. Both Plans are designed to 
level off the high cost of medical and hospital care for 
unforeseen, catastrophic illness. Full coverage for all 
hospital and medical care is avoided in order to keep the 
premiums low. In this respect, there is a close parallel- 
ism between Blue Cross-Blue Shield contracts and the 
$25 and $50 deductible automobile insurance. Car owners 
willingly pay the minor costs of car accidents in order 
to keep the premiums low and yet have coverage for the 
hundred dollar items. Similarly with Blue Cross and 
Blue Shield,. people can without serious financial difficulty 
Pay for diagnostic studies in the home or office, and for 
office and house calls for minor illnesses. But, where 
subscribers or doctors attempt to stretch the hospital or 
medical contract into full coverage, either financial dis- 
aster lies ahead for the plan or it must raise its pre- 
miums to unpayable or unsalable levels. 

So widespread has been the abuse of Blue Cross con- 
tracts for diagnostic studies that various state Blue 
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Cross plans have printed placards and distributed them 
to doctors and hospitals, stating such services are not 
covered. They have secured appointment of staff, medi- 
cal society and regional medical advisory committees to 
help limit the abuse. They have published news letters 
to doctors and have provided releases for medical jour- 
nals to help in the campaign. Wherever physicians have 
talked down such cases, hospital diagnostic studies at 
Blue Cross expense have dwindled to a minimum. 

Another important feature of the same problem is 
shortening the hospital stay as much and as often as 
possible. Originally, Blue Cross was solely for short- 
stay emergency cases. As time passed, the number of 
hospital days paid was extended to 70 in order to pro- 
tect subscribers against the high cost of prolonged ill- 
nesses. This has been possible financially only because 
there has been a progressively shorter hospital stay in 
surgical and obstetrical cases. In other words, the early 
ambulation program of surgical and obstetrical cases has 
provided the money for the medical, psychiatric and 
other cases requiring longer hospital sojourn. But, early 
ambulation also permits a more rapid hospital turnover 
in short-stay cases of all types. Here again, appeals 
have been made to members of the medical profession 
to shorten hospitalization as much as the patient’s safety 
and welfare will permit. When it is realized that adding 
just one day of unnecessary hospitalization to every 
Blue Cross admittance in Minnesota would cost the plan 
one million dollars a year, the need for physician co- 
operation in this regard is apparent. 


Perhaps the greatest and most innocent Blue Cross 
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abuse is that involved in ancillary costs. Blue Cross is a 
service and not an indemnity contract. As such, it at- 
tempts to cover as much of the service charge as possi- 
ble. Ancillary items are x-rays, laboratory tests, drugs, 
dressings, and antibiotics. With the colossal advances 
made in biochemical medicine and therapeutics, use of 
the laboratory and new departures in treatment have 
raised ancillary costs to a point often exceeding per 
diem hospital charges. Some Blue Cross plans have 
issued stickers to be placed on hospital order sheets re- 
minding the doctors to discontinue antibiotics and other 
costly therapeutic agents as soon as advisable. Doctors 
in some states have agreed to have such medications 
stopped unless they rewrite orders for them every three 
days. And always it is readily evident that wherever 
the greatest interest and co-operation of the physicians 
are found, the results are the most gratifying. 

This article has been written, not only to keep you 
informed of trends in hospital and medical care through- 
out the country, but as an earnest appeal for help in 
solving some of the problems encountered in the field 
of prepaid hospital and medical care. It is almost uni- 
versally recognized that Blue Cross and Blue Shield are 
the strongest and undoubtedly the last bulwark against 
Compulsory Health Insurance. Their strength and 
growth lies in your hands. Your support and promo- 
tion of them give you the greatest assurance of the 
preservation of the American System of Medicine. 


H. L. Wahlstrand Joins Blue Cross-Blue Shield Staff 


Harry L. Wahlstrand of Willmar, Minnesota, has been 
appointed Educational Director of the Minnesota Blue 
Cross and Blue Shield Plans, according to announce- 
ment by Arthur M. Calvin, Executive Director. Mr. 
Wahlstrand comes with a background of many years of 
educational work in the public, schools of Minnesota. 
He is a graduate of the Gustavus Adolphus College, St. 
Peter, Minnesota, and has done postgraduate work in 
Birmingham, England. He is a past State Director 
from Minnesota for the National Educational Association 
and has recently been awarded a citation for his twenty- 
five years as a member of the Kiwanis Club International. 

The addition of Mr. Wahlstrand to the staff of the 
Minnesota Hospital Service Association and Minnesota 
Medical Service, Inc., will be most valuable, because of 





his background as an educator and his sincere interest in 
the health and welfare of the people of Minnesota. Mr. 
Wahlstrand served eight years in the House of Repre- 
sentatives of the Minnesota Legislature. There he served 
as Chairman of the Committee on Education. For the 
past twelve years Mr. Wahlstrand has held the chairman- 
ship of the Senate Public Health Committee. 

Mr. Wahlstrand is well known throughout the State of 
Minnesota as a speaker at luncheon clubs, schools, col- 
leges and other public meetings on such subjects as the 
Constitution of the United States, the United States Gov- 
ernment, state and national resources, and educational 
matters. Mr. Wahlstrand will be available in this ca- 
pacity in addition to his new duties in the field of vol- 
untary, non-profit, prepayment, hospital and medical care 
plans. Mr. Wahlstrand joined the staff of Blue Cross 
and Blue Shield on July 1, 1951. 


MINNEAPOLIS SURGICAL SOCIETY 
(Continued from Page 803) 


is still in reserve if necessary, at which time the situation 
around the duodenum probably will be different. I en- 
countered such an instance about three weeks ago in a 
twenty-eight-year-old man with high acids. One wonders 
how complete are vagotomies generally if Dragstedt 
finds that 11 per cent of his are incomplete and 21 per 
cent of 400 cases collected from the literature were 
found to be incomplete by the insulin hypoglycemia test. 
This is of course a definite disadvantage of the operation. 


RELIABILITY! 


For years we have maintained the 
highest standards of quality, expert 
workmanship and exacting conform- 
ity to professional specifications .. . 
a@ service appreciated by physicians 
and their patients. 


ARTIFICIAL LIMBS, TRUSSES, 
ORTHOPEDIC APPLIANCES, 
SUPPORTERS, ELASTIC HOSIERY 





Prompt, painstaking service 


Buchstein-Medcalf Co. 


223 So. 6th St. Minneapolis 2, Minn. 














THE VOCATIONAL HOSPITAL 
TRAINS PRACTICAL NURSES 


Nine months Residence course, Registered Nurses and 
Dietitian as Teachers and Supervisors. Certificate from 
Miller Vocational High School. VOCATIONAL NURSES 
always in demand. 


EXCELLENT CARE TO CONVALESCENT AND 


Rates Reasonable. Patients under the care of their own physicians, 
who direct the treatment. 


5511 Lyndale Ave. So. 


CHRONIC PATIENTS 


LO. 0773 =Minneapolis, Minn. 
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BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write re- 
views of any or every recent book which may be of 
interest to physicians. 














REVIEW OF PHYSIOLOGICAL CHEMISTRY. 
Third Edition. Harold A. Harper, Ph.D. Professor of 
Biology (Biochemistry) University of San Francisco; 
Lecturer in Surgery, University of California School 
of Medicine, San Francisco; Biochemist Consultant to 
Metabolic Research Facility, U. S. Naval Hospital, 
Oakland; Director Biochemistry Laboratory, St. 
Mary’s Hospital, San Francisco. 260 pages. Illus. 
Price $3.50, flexible cardboard, plastic comb binding. 
Palo Alto, California: University Medical Publishers, 
1951. 


LOW SODIUM DIET—A Manual for the Patient. 
Thurman B. Rrice, A.M., M.D. Professor of Public 
Health, Indiana University School of Medicine, In- 
dianapolis, Indiana. 103 pages. Price $2.75, cloth. 
Philadelphia: Lea & Febiger, 1951. 


METABOLIC METHODS. Clinical Procedures in the 
Study of Metabolic Functions. C. Frank Consolazio, 
Chief of Biochemistry, U. S. Army Medical Nutrition 
Laboratory, Chicago; Robert E. Johnson, M.D., D. 
Phil. (Oxford), Professor and Head of the Depart- 
ment of Physiology, University of Illinois, Urbana, 
Illinois, and Evelyn Marek, M.A., Biochemist, U. S. 
Army Medical Nutrition Laboratory, Chicago. 471 

- pages. Illus. Price $6.75, cloth. St. Louis: C. V. 
Mosby Co., 1951. 


IMMUNOLOGY: By Noble Pierce Sherwood, Ph.D., 
M.D., F.A.C.P., Professor of Bacteriology, University 
of Kansas, and Pathologist to the Lawrence Memorial 
Hospital, Lawrence, Kansas. Third edition, 731 pages. 
Illustrated. VII plates and 2 figures in color; 14 
tables and 21 figures. References. Price: $8.00. St. 
Louis: The C. V. Mosby Company, 1951. 

This book is written for medical students, college stu- 
dents majoring in bacteriology and chemistry, and for 
physicians and others who are interested in the subject 
of immunology. 

In this laborious and arduous study, the author has 
presented and given to us an admirably written book. 
He has been very successful in correlating the teachings 
of some other applied and related sciences insofar as they 
relate to the underlying principles involved in infection, 
resistance, and diagnostic laboratory tests. 

While the medical world changes rapidly, Sherwood’s 
third edition has brought the subject matter up to date. 


KATHERINE A. Nye, M.D. 


SEX WITHOUT FEAR. S. A. Lewin, M.D., and 
John Gilmore, Ph.D. 121 pages. Illus. Price $3.00. 
New York: Lear Publishers, 1950. 

“Sex Without Fear” is dedicated to “the married and 
those about to be.” This book is written in a simple, 
forthright manner which does not bog down the layman 
with unnecessary detail. Although many medical terms 
are used, they are well defined and a glossary is provided 
for casy reference. Liberal use is made of drawings 
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GLENWOOD INGLEWOOD NOW HAS 


FLUORIDE 


SPRING WATER 
Helps Prevent Tooth Decay 


Other Glenwood-Inglewood Waters: 
Glenwood-Inglewood Natural Spring Water 
Glenwood-Inglewood Distilled Spring Water 
Glenwood-Inglewood Certified Soft Spring Water 


Glenwood-Inglewood Company 
Glenwood Ave. at Thomas ~ 


Minneapolis 5, Minn. Telephone Geneva 4351 








Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—lIntensive Course in Surgical Technic, two 
weeks, starting August 20, September 10, September 
24, October 8. F 
Surgical Technic, Surgical Anatomy and Clinical 
Surgery, four weeks, starting September 10, Oc- 
tober 8, November 5. 

Surgical Anatomy and Clinical Surgery, two weeks, 
starting September 24, October 22, November 19. 
Basic Principles in General Surgery, two weeks, start- 

ing September 10. 
Surgery of Colon and Rectum, one week, starting 
September 17, October 15. 
Esophageal Surgery, one week, starting October 15. 
Thoracic Surgery, one week, starting October 8. 
Gallbladder Surgery, ten hours, starting October 22. 
Breast and Thyroid Surgery, one week, starting Oc- 
tober 1. 
Fractures and Traumatic Surgery, two weeks, starting 
October 8. 
GY NECOLOGY—Intensive Course, two weeks, starting 
September 24, October 22. 
Vaginal Approach to Pelvic Surgery, one week, start- 
ing September 17, November 5 
OBSTETRICS—Intensive Course, two weeks, starting 
September 10, November 5. 


MEDICINE — Intensive General Course, two weeks, 
starting October 1. 
Gastroenterology, two weeks, starting October 15. 
Electrocardiography and Heart Disease, two weeks, 
starting October 22. 


UROLOGY—Intensive Course, two weeks, starting Sep- 
tember 24. 


General, Intensive and Special Courses in All Branches of 
Medicine, Surgery and the Specialties 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 427 South Honore Street, 
Chicago 12, Illinois 
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to illustrate anatomical detail. In addition to the usual 
chapters on the reproductive system, intercourse, contra- 
ception, et cetera, the book also covers briefly the sub- 
jects of abortion and venereal diseases. The ignorance 
of the public regarding these subjects has caused many 
tragedies, and in my opinion these subjects are all too 
frequently excluded from such discussions. 


R.M.A. 


CHRONIC ULCERATIVE COLITIS (Thrombo-UI- 
cerative Colitis). J. Arnold Bargen, M.D., Division 
of Medicine, Mayo Clinic, Rochester, Minnesota. 62 
pages. Illus. (Publication No. 101, American Lecture 
Series.) Cost $2.00. Springfield, Ill.: Charles C 
Thomas, 1951. 


The outstanding feature of this little book is that it 
has been so well written as to be pleasant reading. The 
discussion is confined to chronic thrombo-ulcerative coli- 
tis. Idiopathic and segmental or regional colitis are not 
included. 

Etiology is not discussed at great length. Quite 
probably the brevity of treatment given to some of the 
controversial aspects of the treatise, contributes to the 
maintenance of reader interest. Differential diagnosis is 
not covered. The possible relation of adrenocortical 
hormones and the use of ACTH and cortisone are mere- 
ly touched upon. 

Dr. Bargen mentions that hypertrophic osteoarthritis 
is seen frequently in cases of severe ulcerative colitis. 
The relationship of ulcerative colitis to childhood growth 
and development and to pregnancy are discussed. 

Treatment is well covered. Control rather than cure 
is mentioned as being a proper therapeutic aim. Surgery 
is suggested only for some of the complications. De- 
tailed directions are provided for diet, nursing care, 
colonic irrigations and fluid for parental administration. 
The creation of a skin-grafted ileostomy stump is de- 
scribed. The mechanics of an ileal stoma of this type 
simplifies stomal care for the patient. 

The author suggests that whatever personality traits 
are common to persons with colitis, are the result rather 
than the cause of the disease. 


D.D.B. 


SKIN ALLERGIES 
(Continued from page 751) 


In dermatoses, caused or affected by food and 
ingested substances, quantity and frequency of 
ingestion are important. Untoward reactions to 
ingested materials appear within twenty-four 
hours, rarely after forty-eight hours. Diet ro- 
tation or alternate taking of foods are of definite 
value, so that the same food is not repeated in 
consecutive meals or days. 


Summary 
The clinical phenomenon of allergy is impor- 
Three of these manifesta- 
tions are discussed briefly, as are also the im- 
plications from the allergic viewpoint. 


tant in dermatology. 
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PHYSICIANS AND HOSPITALS SUPPLY (CO., Inc. 


414 SOUTH SIXTH ST., 


INSTRUMENTS - TRUSSES 


MINNEAPOLIS, MINN 
EQUIPMENT 


DRUGS 


PHARMACEUTICALS 


MAIN 2494 











PHONES: 
ATLANTIC 3317 
ATLANTIC 3318 








DANIELSON MEDICAL ARTS PHARMACY, 


10-14 Arcade, Medical Arts Building 


825 Nicollet Avenue—Two Entrances—78 South Ninth Street WEEK DAYS—8 to 7 
MINNEAPOLIS 


INC. 


HOURS: 


SUN. AND HOL.—10TO1 
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